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cH o 5 M » las reine DEATH 2 USUAL RESIDENCE (Where deceased lived. 10 institution: Residence before admission) 
o °. °. SI b. COUNTY 
ni ce) Carrell CN Maryland Balte 
£ Be b. CITY OR TOWN (If outside corporate limits, write [c. LENGTH OF STAY IN Ib ©. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town! 

2 “ ( por 9 ) 
g ss RURAL ond give nearest tawn) a, y 
3 $2 esville uyrs. ,lmo,6dayg Baltimore Vo/-¢ 
i - 2 d. Pees ee {If not in haspitol, give street address) d. STREET ADDRESS: e. Sine pee 
5 £4 
e / Springfield State Hospita ast Ave,, Balto Md, 50 NOL 
2 _ 6 3. NAME OF First Middle tost 4. DATE Month Oay Yeor 
= 37 q 
23 (Type or print) Ida L. ALBERT July 1h, 19 57 
= =e 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH % pear pA HEUNDER UYEAR|IF UNDER 24 HRS. 
4 s urihday) Manth: DO Hi Mi 
2a", Female White wioowen (% —_—vivorceo] | Feb. 25, 1882 ye ag cen a ni 

ar 
2 € ae 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Beene 3 during most of working life, even if retired) 
Bo pes I ousewife = New York 
el B's 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
e 68% " 
B gee Unknown _—‘Edward J. MeGloin Unknown 
= F328 15, WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
ie 4 5 2 | ives, “Wi unknown) | (IF yes, a ‘wor or dates of tervi 5 
seer Springfield Hospital f 
ses 8 2 2 Hospital Records 
3 EBs 18. CAUSE OF DEATH [Enter only ane couse per line for (a), (6). and (c}-] INTERVAL BETWEEN 
7° a ay PART I. DEATH WAS CAUSED BY: COREL ANNE Eae 
3 Se IMMEDIATE CAUSE (a). 
= 225 ta 
3 TF : LL AG DUE TO 
£ er oy Pe . 
eas Conditions, if ony. which w»_Artericsclerotic heart disease Years 
s ZEo gove rise to immediate 
= gsiece couse {0}, stoting the under. ( OUE TO 
Teen dD lying cause lost. @ Syy y 
eerts ying @ lov “yr {c). 
f6cae arn g cavalo: 
2 e 3 6 rc Fa Pam 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) | 19. ie oa 
Sa }5| C.B.S.agsoc.with circ.dist.,with cerebral artericsclerosis,with VST) Nom 
gases 6 on 
Fotas © Jade, ACCIDENT WAS UNDERLYING [1 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Part lof Hem 16) 
$ee2- & | oR CONTRIBUTING Cl CAUSE OF DEATH 
Zesgs 3 | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Pa % [2c TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (Canty) (State) 
5.23 a Hour a.m. While Not while factary, street, affice bldg., ao 
zaE 5 z p.m, 19 Jot work [] at work 

2.25 

2 giz 21. 1 certify that | uu." the deceased from._Jun.f 1953, 19.53, tod! My 1h, Book, i 1957. that | last saw the deceased 
oL1d 82 
Zeg 3 2 alive on Suly Ut, Lay ee and thet death accurred at_ Pe. from the causes and an the date stated above. 
FE = Oso ADDRESS (Street, city or town, state) DATE SIGNED 
<5G 0. f' 
eye 35 / SIGNATURE wo. Springfield State Hospital __—_7/15/57 
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85 PHYSICIAN'S 
2s NAME (type) Walther H. Sonnenfeldt{ M.D. Sykesville, Maryland. 
Ane BBA I ot RS) a Ss ee ee hee Pe 8 a 
Fs se 2 ‘> To. BURIAL, CREATION: ‘2b. DATE THEREOF ‘We. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (State) 
~D.G > pecity) 

sis ee Burial July 18, 1957| Oak Lawn Baltimore, Maryland 
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3 ms . bea a eae (Where deceased lived. If institution: Residence before admission) a 
290 eo. a. b. COUNTY 
32 Carroll peat Maryl and 
3 g b. cones oe (If outside — limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
‘ond give neorest town! i 3 - 
22. Henryton days Baltimore j -_ 
4 2 d. NAME OF HOSPITAL (If not in (is give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
mene e OR INSTITUTION ON A FARM? 
fa j Henryton State Hospital 31), Diamond Street yes (]_No &J 
. 3. bedrey First Middle lost Yeor 
Fi prey Susie Baskerville 19 
é 5. SEX 6. COLOR OR RACE 17. MARRIE ever ma MARRIED [7] | 8. DATE OF BIRTH 9. ‘Srey IF UNDER 1 YEAR| 1F UNDER 24 HRS. 
Min. 
Teena wipoweo ovorceo] | Jane 1900 ?? si 


12. CITIZEN OF WHAT COUNTRY? 
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ee VOa. USUAL OCCUPATION (Give kind af wark done|10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State or foreign country) 
5 
g BE / > during ,~ ‘of working fife, even if retired) 
3 3 at I ae 14, momen 
35 g "SMI N. 
= 2 es 
e 586% 
Creee oe Unknown 
= 3363 TS. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17, INFORMANT ‘Address 
5 o & = (Yer. no. or unknown) {IF yes, give wor or dates of vervice) . P 2 
Woes ) From_admission application 
5 8: ge 18. CAUSE OF DEATH [Enter only ane couse per line for (0), (b). ond (c}-} INTERVAL BETWEEN 
2 Fay _PART I. DEATH WAS CAUSED BY: Corebral Hemorrhage ba nu 
£ oSe z IMMEDIATE CAUSE (o)__CETeDr. 
>. ze: DUE TO 
> 
F zt & Canditions, 1 ony, which Cerebral Thrombosis 
3 Ee gove rise ta immediate 
& €3c ms i DUE TO 
5 shes cote (a), stating the under. . 
esa v lying cause lost. Arteriosclerosis, general 
fec8§ (ch 
28855 5 Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTORSY 
BR SES fe) at. ae RFORMED? 
2RoFo le 
g5336 $|_ O Moderately advanced lmonary tube osis wo No Bd 
Dies 6 © [200 ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Part tor Port It of item 18.) 
Sees ~ & JOR CONTRIBUTING C] CAUSE OF OEATH 
aeszs © | (F EITHER, NOTIFY MEDICAL EXAMINER) 
Stes & [20 TIME OF INJURY Month, “Boy, Yeor ]20d. INJURY OCCURRED —[20e. PLACE OF INJURY tHome, form, 120. (City oF town} (County) (Stote) 
= S285 6 Hour o. m. While. Not while factory, street, office bldg., co 
aoe lS = p.m. lat work [1] of work (J 
S058 
Sos=* 21. | certify thot | ottended the deceased from.__AD2 29, 1957_, to. dy 13___., 19577. that | lost saw the deceased 
p2<22 
e< g $3 olive on__duly J “= pies pres, ond that deoth occurred otly215. LeM, from the couses ond on the dote stated above. 
a2 ( 
E2636 ADDRESS (Street, city or tawn, stote) DATE SIGNED 
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apess SENATUR mo. __..Henryton, Maryland 07213257. 
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9. b. COUNTY © yy a 
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CITY OR TOWS (If outsid See limits, write RURAL ond give nearest town) 


1, PLACE OF DEATI 


a fA (/ MARYLAND 


N (WL ounide corporote limits, write 
te 


9. COUNTY 


the funeral director, 
should be filed with 


id give 2 
a7. C alen— A o A At 
d. NAME £ HOSPITAL (lf noth in hospitol, give street address) d. STREET ADDRESS e. IS RESIDENCE 
AWA OR INSTITUTION } ON A FARM? 
é ves :@ 
3. NAME OF First Middle Lost 4, DATE Month Doy Yeor 
. PECEARD, ip BURDETTE| Yam ‘5 
3 AGIVCE cS 19 
S PMARRIED [] | 8. DATE OF BIRTH 9. AGE {In years [IF UNDER} YEAR] IF UNDER 24 HRS. 
a > eo lo an Jey) | Months] Days Min, 
oD Te b ha Ml’. oa Vv 


0a. USUAL OCCUPATION (Give King 
during post of working lie, py 


1b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (State or foreign country) 12. CITIZEN "¢ WHAT COUNTRY? 
« ‘ é 
PLorect - “ 


1a. MOTHERS MAIDEN Ny Me 


gee ce ee 
Bb lf 7 a WE: Ybyaw Hotke = J, > a Sel 


18. CAUSE OF DEATH [Enter only one cause per line for (0). (b). and (<)-} INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: YY * - 
: IMMEDIATE CAUSE (0) €7ébig Lad ras fa An 74 


| Fas 
1X DUE TO 


Conditions, if ony, which tw) Caonmbae ee fe] (aE, 


gove rise to immediote 
cotse (0), stoting the under ( DUE TO 


lying cause lost. (e. CLCOrD ar wo-aeke 


Past Il. OTHER SIGNIFICANT CONDIMONS CONTRIBUTING TO. zn TH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}[19. WAS AUTOPSY 
rf he yves—] NoR| 


20a. "ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City of town) (County) (Stote} 
Hour 0. m. While, Not while inched reat softies: Bia te 
p.m. 19 Jat werk [] ot work ( t 


21. ¥ certify elig t. the deceased fram, _< an fectatdeh, 19.959, to_/ ch ese 192 Z. thot | last saw the deceased 


mmt_) 


Then please remave carbon papers. 


-transit permit. 


After this certificate has been signed by the attending physician and completely filled 
MEDICAL CERTIFICATION 


fd be detached far use as the burial: 
the registrar prior to burial, crematian, or remaval, and in any event within 72 hours after death. 


Py alive on_ a ee A I Me 87. Beer! and that death accurred at. fie faMs from the causes and an the date stated abave. 
e S$ (Street, city or town, stote) DATE SIGNED 
2 J ei Hictad en Sypadsthle 


ITAL OR ATTENDING PHYSICIAN: The law requires that the decth certificote be executed within 24 hours after death: Page 4 


tesgined by the haspital or attending physician. 


PHYSICIAN'S 
@ NAME (Type Ley YP Ale shinai sincie eeeiladll 
= 
3 Bg° 7a. BURIAL, CREMATION, 2b, DATE pa Sas CEMETERY OR CREMMMERY So LOCATION PR town, oF county) Bote) 
zee Litt hee (Op - 2H 
5 s 
2-2 RAL DIRECTORS SIGNATURE do, REC'D BY Let Les 2b. | 10 rose 'S SIGNATURE 
VS ATS (4 Vig ech : 2 
Yeu 973s. WZ tin pate SF 7 ¥ 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death. Pagé 4 


ned by the haspital or attending physician. 


IRECTOR: After this certifi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
p j CERTIFICATE OF DEATH 


ul) 


Oted9 


mee \ Reg. Dist. No. 
8 § Fil ye fw PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. IF institution: Residence befare odmision) 
ES w = 7 Carroll MARYLAND . Maryland d. COUNTY "Carroeld 
ao B. GITY OR TOWN (IF outide coporote limit, wite Te, ENGTH OF STAYIN Tb ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
32 RURAL ond give nearest town} 
32 rural Westminste 2 months ||~2 Reese 
$3 4 d. Nae CE HOSEITAL {IF nat in haspital, give street address) d. STREET ADDRESS e. 1S IS RESIDENCE 
é 70 imert's Nursing Home f ves (] NOK) 
3. NAME OF First Middle Lost 4. DATE Month Doy Year 
DECEASED 
(Type oF print) Cecil Clinton Caples | oan July 10 ieee 
5. SEX 6. COLOR OR RACE |7. MARRIED [L) NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR] IF UNDER 24 HRS, 


pani Months! Days | Hours] Min. 


Male White |wiooweo o pvorceo(} |Decs 2, 1882 
YO: USUAL GECUPATION (Give Kind af a done] 10b. KIND OF BUSINESS OR INDUSTRY |1T. BIRTHPLACE (Stote or foreign country) 
eaten mit 
“wEtite Salesman” Dairy Carroll County, Md. 


[ ‘ 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


/ Jacob F, Caple Florence Ann Sprinkle 


12. CITIZEN OF WHAT COUNTRY? 


USA 


nee Oe ueae TS IN U.S. leaped ae, So 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fans ates iaiter sa ae olhacuen : 
mo ME en S"S' 121900169457 Mrs. Margae C. McKim, Baltimore, Md 


INTERVAL BETWEEN 


ey AND DEATH 
he) 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b). and {c}. Ne 
PART I, DEATH WAS CAUSED BY: Oe Sorin Kheny a 
IMMEDIATE CAUSE (0 rece Cea 
“Ly DUE TO 
Conditions, if ony, which (0 Cn 


gave rise to immediate 
cote (0), stating the under. ( OVE TO 
lying couse last. a 


Then please remave corban papers. Poges 1 Eine’ 


the registrar priar ta burial, crematian, or remaval, and in any event within 72 hours ofter death. 


te has been signed by the attending physician and completely filled 


Fs Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. par ae URS 
= Mal 
SLA Ys yes) NO 
= | 200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Part Il of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
a 
———— 

& |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Hame, farm, 10. (City oF town) (Count State 

( ry) (State) 
a Hour o. m. While Not while foctory, street, office bidg., etc.) 
2 p.m. lot work (C) ot work [J H 


---, 19-<_f,that | last saw the deceased 


that ¢ ath occurred ot. em, fram the causes and on the date stated above. 
a ADDRESS (Street, city or tawn, stote) DATE SIGNED 


agwatur Lt MP2 ve Q. MD. cA Sot OS, MME 


Laeger porterr{éia, M.D. 28 8. Main St. Hampstead, Md. 


eee, lees 


21. | certify that | attended the deceased fram. s Fi 
alive on______ i , ans, Bp |e id 


id be detached far use as the burial-transit permit. 


i@ 

<< 

CER MM ag S| S02 ED ed TIO SC ey le 

& bs 3 4 Za. HEE er 22. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. tawn, ar county) (State) 
zPe? Piece 7212657 Carrollton Church of God Carrollton, Maryland 
3 2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR ‘2ab. REGISTRAR'S PEF oy 
¥S,Als John R. Byers Westminster, Mde pate D-/2 -V > | Marte? by blir 


A Vang 
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s= 
3 > \ % pa erent 2. Lela al aa (Where deceased lived. If institution: Residence before admission) 
2 / a: o. b. COUNTY » 
is h Carroll aie Maryland Carrolb 
se re, b. CITY OR TOWN (If outside corporate limits, wrile | ¢. LENGTH OF STAY IN tb. ¢. CITY OR TOWN [If outside corporote limits, write RURAL and give nearest town) 
52 RURAL ond give neorest town} % ; 
23 Rural Union Bridge 12 years x Rural Union Bridge 
= 2 d. NAME OF HOSPITAL (If not in hospitol, give street address) , d. STREET ADDRESS e. IS RESIDENCE 
=e OR INSTITUTION ON A FARM? 
ag nocd 
jo 3. NAME OF Fir idle 4, DATE 

€ Dee rst Middle lost A Month ay Year 
28 {Type or print) John Edman Cramer Late July 1 1957 
ey ‘5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [[] [B. DATE OF BIRTH 9. ASE Iigeas IF UNDER 1 YEAR| IF UNDER 24 HRS. 
£ - oe peo ali ay Doy: Min. 
H Wale White __|woowogy oworcto} | April 16,1874 ue? pal lhe be 
— 10a. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 i during most of working life, even if retired) 
2 Retired miner Coal mining Penna. U.B.A. 
“ I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
3 Elias Cramer Catherine Bennett 
= 17, INFORMANT ‘Address 
oa 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 
(et, no, oF uokoown) (Eyes, give wor oF dates of service) 
No 1.72-18-0289 


Mr. Frank W. Cramer, R#1, Union Bridge, Maryland 


1B. CAUSE OF DEATH [Enter only one couse 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


DUE TO 


(b) 
DUE TO 


{¢) 


lone 

AC 
Conditions, if any, which 
gave rise to immediate 
cause (a), stating the ynder- 
lying cause lost. 


Then please remave carban papers. 


A 


} 


MEDICAL CERTIFICATION, 


alive an__Yuatet 


IRECTOR: After this certificate has been signed by the attending 


be detached for use os the burial-transit permit. 
the registror prior ta buriol, cremation, ar removal, ond in any event within 72 hours after death. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 haurs after death: Page 
moy be retained by the hospital or attending physician. 


23. FUNERAL DIRECTOR'S et 


erwyn 18 


Z 


berthnrr 
Dotan. 


Parr il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yap} 19. WAEOEKE OR 


20a. ACCIDENT WAS UNDERLYING OC) 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part I or Part Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. 
Hour oa. 9. While Not while 
p.m. 19 Jot work (J ob work CJ 


21. | certify that | attended the deceased from&itus “0, ae 
LE AS; wel, and that death occurred all leh , fram the 


o => 
PHYSICIAN’ Ss 

® NAME type) : MM. e Va 

3° ‘720. BURIAL, CREMATION, | 22b. DATE THEREOF 

> & REMOVAL (Specify) 

° &. B 8 nited 

= 


iG Fut 


Tine for (0), (6), and {)] 
cherrtic le aG 


a INTERVAL BETWEEN. 
- 5 
Va Ges -C 


ves] No 


EE ITEC a TTR 

20e. PLACE OF INJURY (Home, form, | 20F. (City or town) 
foctory, street, office bldg., etc.) | 
H 


INJURY OCCURRED {County) (Stote) 


Ws Wadd tact 1952972 hall jlast seer) Mexcinceedeal 


causes and on the date stated abave. 


EiiieSs 


A 


22c. NAME OF CEMETERY OR CREMATORY 


Bretheran Cemeter 
24a, REC'D BY REGISTRAR 


pate 7/3/35 


‘Z2d, LOCATION (City, town, or county) {State) , 


Belsano, Penna. 
‘Bab. REGISTRAR'S SIGNATURE 
Pig n=. 


Z 


own, Maryland 


WAZ Ee 


onl 


y the funeral directar, 
2 should be filed with 


€ 


in 24 hours after death. Page 4 


Pages 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
C7316 CERTIFICATE OF DEATH BPs, of Me 


O730F 


F Caan B eo RESIDENCE (Where deceased lived. If institutian: Residence before admission) 
o a. b. COUNTY 
Carroll stood eat Maryland Wicomico 
b. CITY OR TOWN (If outside corporate limits, write ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
RURAL and give nearest tawn) sf bi 
Henryt¢ 80 days sekin 29 Xo a. v 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
‘OR INSTITUTION ON A FARM? 
Henryton State Hospital Rout 1 Box 11 vts (] No} 
3. NAME OF First Middle Lost 4. DATE Manth Day Yeor 
DECEASED > OF : 
(Type oF print) Norman Dashiell DEATH 4 19 57 
S. SEX 6. COLOR OR RACE |7. MARRIED fk] NEVER MARRIED (] | 8. DATE OF BIRTH % AGE {in years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ethday’ Mi 
Male | Negro _|woowen _ wort] | Jub 902 eer fe a 


papers. 


ews 


cate be executed wi 


Then please remove car! 


IRECTOR: After this certificate has been signed by the attending physician and completely 
the registrar prior ta burial, cremation, ar removal, and in any event within 72 hours after 


id be detached for use as the burial-transit permit. 


may be re 


TO FUNEI 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death ce: 
page 3 


2a 
Pra 
as 


10a. USUAL OCCUPATION (Give kind of work done 
during mast of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


10. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (State ar foreign country) 
sakin, Maryland 


Laborer Ue Se Ae 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
George Dashiell Unknown 
(Yes, no. oF unknown) {If yes, give wor or dates of service) E 
No P16-07-613) | Cecil Dashiell-wife Same_as patient 
18. CAUSE OF DEATH [Enter only one cause per line far (a), (b). and (.) Pees tea 
PARTI. PET ESAT CRU fo Far advanced bilateral tuberculosis 
‘s custo with large capacity over Sa right upper 
Conditions, if any, which (b 


gove rise to immediote 
co¥se (a), stating the under. (¢ OUE TO 
lying couse last. a 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|1 Peas ROT OBEY 
ves} NO) 


20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part 1 ar Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20. PLACE OF INJURY fHame, farm, 1208, (City oF tawn) (County) (State) 
Hour a.m. While Not while factory, street, affice bldg., etc.) 
p.m. 19 lot work [] at work [J H 


21. | certify that | attended the deceased from... ApRAL. 15__ r 19.57, to_duly 19.57. thot | last saw the deceased 
alive on._ July 4 oer tre W_2f___, and that death occurred at_. <M, from the causes and on the date stated above. 


MEDICAL CERTIFICATION, 


ADDRESS (Street, city or town, stote) DATE SIGNED 
SGwarur mo,.._Henryton, Maryland 0 
fee « Tom F, Vestal, Supt. Henryton State Hospital Henryton, Mde __ 


‘Mc NAME OF TERY oe CREMATORY 22d. LOCATION (City,Aawn, or caunty) (State) 
Z e! i : a 
TF, A dha ' 
& 5) 240, REC'D BEREGISTRAR | 24b. REGISTRAR'S SIGNARURE 
; i Z Moare Le Le. Gree 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7302 
CERTIFICATE OF DEATH F rad 


Reg. Dist. No. “9 
2 oe RESIDENCE (Where deceased lived. If institution: Residence befare admission) 


md 


oN 
= 
=o 


1. PLACE OF DEATH 
. COUNTY 


g MARYEAR b. COUNTY 

os ~ 74 A Ask a rre /, 

Be city OR TOWN fe sh ca imits, write] ¢. LENGTH OF STAY IN 1b €. CITY OR TOWN (If putside corporate limits, write RURAL and give nearest town) 

Hy town) = 

2 

32 c De fot b= 

a 2 d. NAM! ae HOSPITAL ui Sor in hoapiral, give bili address} th STREET ADDRESS e. 1S RESIDENCE 

=“ <4 OR, INSTITUTION ON A FARM? 
- 4 ves} No Of 


a 


led 


Poges 1 


. NAME OF Middle lost 4, DATE Manth Doy Yeor 
DECEASED ’ OF F a 
(Type or print) a Olt Le, hp pO DEATH Sa ‘ 
RI 


S. SEX 6. COLOR OR RACE |7. marrieD [[] NEVER MARRIED [] | 8. Ma OF BIRTH 9. AGE (In year 
ul Weg Je At WIDOWED PQ Divorced T] Lag / Sb SEL 


u 
lost birthday) 
yrs. 
100. USUAL OCCUPATION (Give kind a wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11. BI LACE (Stote or fageign cauntry} 


12, CITIZEN OF WHAT COUNTRY? 


Ld 


during SM life, eyen if retired) ihe Le ae 
Lene, Marla wae GSA: 
13. aol NAME 14, MOTHER'S MAII NAME 
it Marjorie Rirely 


Te, WAS DECEASED EVER INU. S. ARMED FORCES? 16. SOCIAL SECURITY NO. [17, INFORMANT 2 ‘Address 
Dyes, no, of unknown) {I yes, give wor or dates of tarvice) ; nf. «4 
0) /) es i Te y Y xa 4 Ji Pg” ul 


1B. CAUSE OF DEATH [Enter only one cause per linefar (0 iD ¥y a] INTERVAL BETWEEN 


Then pleose remove carban papers. 


o 


> 
hee . 
| femaree/ uheoh E23 ub Af 49. Dh EF, Ljwk A 117 LAL LI est eAD. Ma LA 
[ 22a. Burd BURIAL-CREMATION, REMATION, | 220. © Dave THEREOF | 22. NAME OF CEMETERY OR CREMATORY ~*~ THEREOF 2c. NAME OF CEMETERY OR CREMATORY a. LOCATION (City. tawn, or caunty) (State) 
Boy. feos . 
Buria Huagh's Cemeter New Miday, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE Fuso” Jaa, REC'D BY REGISTRAR =| 24b. REGISTRAR’S. Was 
Fee un Maryland _|oate 


= 
zg 
2 
a 
E 
° 
8 
z 
Sas 
e = 
eee O. 
Zor 
x = 
ge2 
ork 
See 
3 5 PART 1. DEATH WAS CAUSED BY: 5 Swe REMAN 
oes IMMEDIATE CAUSE (0 neue LFC14 Z é 
ge3 DUE TO 
< 
fz > as, if ony, which - @ 
BEO gaye rise to immediote 
522 co¥se (a), stating the under. ( OVE TO 
e252 tying couse lost. © 
co 3 5 3B 3 Paat fl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Wop | 19. beet Lh 
ead = 
Enos =| ow i] —_— yes [[] No 
2s u 
oe s& = Foe, ACCIDENT AVAS-UNDERLYING-EL-.] 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injory in Part Tar Part I of item 18.) 
= 2 2 “7 DEATH 
gee 5 U | (IF EITHER, NOTIFY MEDICAL EXAMINER) —_—_— 
oReS & ]20c. TIME OF INJURY Month, ae Yeor [20d. INJURY OCCURRED — ]2%e. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (State) 
=e, g 8 Ss Hour 9. m. Wie or Nat stilts foctoty, street, affice bldg. etc.) EN fe Seat 
sis =| Sean. lat work-f"] at wark—f=p H 
gues 
Si5 = 21. | certify pba} | attended the ee fram, toLs, WwW (that | last saw the deceased 
2a 22 
eggs alive an_ ef Wed k_ va and ees leath oennted eR AM fram the causes and an the date stated abave, 
=935 ey ADORESS (Street, ey or town, stote) DATE SIGNED 
£6 oe ACTUAL A " 
pees SIGNATURE <P 423 4tZ CPN cco nn, WN avcad bdhectf wi. Gat: 
cae o 
8 
Fy 
© 
© 
= 


moy be re 
poge 3s 


TO HOSPITAL OR ATTENDING PHYSICIAN: The taw requires that the deoth certificote be executed within 24 hours after deoth. Page 4 


TO FUNER, 


Be 
=> 
2a 
ae 
bars 


ea 


TO HOSPITAL OR ATTENDING PHYSICIAN: The. low requires thot the deoth certificote be executed within 24 haurs after death: Page 4 


fi 


y the funeral 
2 should be 


& 


Poges 1 


Then pleose remove carbon papers. 


ate has been signed by the attending physicion ond completely filled, 
the registrar prior to buriol, cremotian, or removal, ond in ony event within 72 hours ofter death. 


RECTOR: After this ceri 
jd be detached for use as the burial-tronsit permit. 


ined by the hospital or ottending physician. 


bd 


may be 
TO FUNE! 
poge 3 


director, 
=) 


YS Al5 (4) 
15M 9/SS. 


~© 


_MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()'72/) 
07318 CERTIFICATE OF DEATH rN rig 


“mere 
bi Carroll ene 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN tb 
RURAL ond give nearest town) 


2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


©. STATE Ma. b. COUNTY Baltimore 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Sykesville Glyndon O 3x , 
dd. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION: ON A FARM? 
and ew Home yes] noR 
. pes ag Fist Middle Lost 4. rode Month Day Year 
(Type or print) Jessie Duvall Dew car July 13,1957 19 
5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED os DATE OF BIRTH 9. AGE (In yeors [IF UNDER } YEAR| IF UNDER 24 HRS. 
lout birthday) [Months] Days Min. 
Female | White ae CX oworceo [April 27,1867 Elomaeen ep ea ESS) 
10a. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) #2. CITIZEN OF WHAT COUNTRY? 
during most of working Jife, even if retired) 
ousewife a Maryland U.S. 
HA 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Charles S.Duvall Mollie Baldwin 
ge WAS. Ui eveniN es: Reged elas 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fet. 0, oF unknown] yes, give wor or dates of servical 
No None Mrs.Carlton Chilcoat ,Glyndon,Md. 
18, CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (chJ Nar onan 
Oa EAT MEDIATE CAUSE iol rtensive Cardiovascular disease with 


DUE TO 


Arteriosclerosis and chronic myocarditis 
EEE 


Conditions, if ony, which (b) 
gove rise to immediote UE TO 
cotse (0), stoting the under- . 

lying couse lost. g__Senili 


Parr 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
ty / yes] no 
200. ACCIDENT WAS_UNDERLYING (]_ [20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port It of item 1B.) 
‘OR CONTRIBUTING LC} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, farm, } 20f. (City or town) (County) (State) 
Hour o. m. White Not while foctory, street, office bidg., etc.) t 
p.m. 19 lot work [J ot work [J 4 


21. | certify that | attended the deceased from. 23. November, 1954, to.13 July... 1987_.,that | last saw the deceased 


Zz 
9 
= 
< 
fe 
= 
= 
= 
S 
rs] 
z 
2 
fy 
Ss 
= 


alive onb3_ July 7 o- ROE. and that death occurred ot _4,62 50M, from the causes and on the date stated above. 
n ( ADORESS (Street, city or town, stote) DATE SIGNED 
Senate ___Z Va apd op : mo. Liberty Boad at Eldersburg ...._7.13.57. 


Nitty — Wins He Jawson, Ir,, MoD 


es kesville P.0., Maryland. 


Reo. CVA Emon Z2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) {Stote) 
bath 
B 4 716 Druid Ridge Pikesville ,Md 


23. FUNERAL DIRECTORS SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SI gotee — 
J.F.Eline & Sons, Reisterstown,Md. oate “7 - 13 - Bere — far a: 


y the funerol directo?, 


a 


Poges | "Gnd 2 should be filed 4 


Then pleose remove carbon popers. 


is certificate hos been signed by the ottending physicion ond completely filled 


id be detached for use os the buriol-tronsit permit. 
the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours after, 


ined by the hospito! or ottending physicion. 


IRECTOR:; After 


© 


moy be 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours offer death: Poge 4 
poge 3 


TO FUNEI 


VS AIS (4) 
15M 9/58 


La 
SS 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (} 4 3 NS 
07319 CERTIFICATE OF DEATH ary ia 


2. meen RESIDENCE (Where deceosed lived. If institution: Residence before admission) 


. PLACE OF DEATH 


6. COUNTY a. STATE b. COUNTY 
Carroll mage Maryland Balto.City 
b. CITY OR TOWN (If outside corporate limits, write ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
RURAL ond give nearest town) 
Sykesville 2 mos. 7 a Baltimore 


d. NAME OF HOSPITAL (If not in haspital, give street oddrezs} e. 15 RESIDENCE 


ot H smu " d. STREET ADDRESS. ON A PaRNS 
gtield State Hospital | 4610 White Avenue ves L] NOX) 

3. ae First Middle Lost 4, sg ie Ooy Year 
(Type or print) Victoria lLeeanna Pleasant DIXOW vam J 2h, 1957 


3. SEX 6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [] | 8. DATE OF SIRTH 9. ame (in years iF UNDER 1 YEAR| IF UNDER 24 HRS. 
nethdoy) | Months] Dy ia 
Female White  |wooweagj —oworceo (] | Sept. 25, 1872 loppritdon) [Months] “Dore | Hours] Min 


100. mae OCCUPATION (Give kind of work done} 10b, KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


‘ea most of ae ife, even if retired) 


House’ =. Virginia- USA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME ' 
Christopher Pleasant Victoria Southerde 
ye WAS. ie ag ples U.S. “Pega FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
aoe Tectdiauleh a astalor fein ; 
‘Wo pes - Springfield Hospital Records a 
18. CAUSE OF DEATH [Enter only one couse per line for (a). (b), ond (c)-] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED 8Y. + ONS SrugicD DEAT 
; IMMEDIATE CAUSE fo) _Artertosclerotic heart disease ears 
) DUE TO 
Conditions, if ony, which (o) 
Qgove rise to immediate 
couse {0}, sloting the under- ( OVE TO 
lying couse lost. (c) 
Zz ‘Ath I. OTHER SIGNIFICANT, YNDITION: INTRIBUTING TO O£ 8TH BUT NOT RE! TO THE TERMIN, ISEASE COND) IN_ GIVEN IN PART 1(0)} 19. ring AUTOPSY 
S| C.BiS. “assoc. with senite brain disease with psychotic reacts one ERFORMED? 
fe Ob xX vs O xox) 
2 20a. ACCIDENT WAS_UNDERLYING []) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Ih of item 18.) 
& | OR CONTRIBUTING (1 CAUSE OF DEATH 
U [UF EITHER, NOTIFY MEDICAL EXAMINER} 
z 20c. TIME OF INJURY Month, Oay, Yeor | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, ' T20F. (City or town) (County) (State) 
Fay Hour While Nat while factory, street, office bldg. etc.) 
= Pom. 19 lat work [] at work [) 
21. | certify thot 1 . the eg fram. _May_ 17, a WT. A, Sar = Ls 19.52. ;that | last saw the deceased 
ative on_! —_ 125 _, and that death accurred ot _8215Am, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 
16 Ee Tay LAs, MMB. W.. Springfield State Hospital __—=_—7/2/57 
d Lusthaus, M.D 
PHYSICIAN'S 
NAME (Type) eoSykesville, Maryland 2. 
M20. BURIAL, CREMATION, | 22. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY ms LOCATION (City, town, or county) {Stote) 
BaLE “re i July 27, 1957| Meadowridge Baltimore Mde 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS do. “7D, D8 Gy, aa ab. REGISTRARS SIGNATURE 
Wm. Cook, Ino 1227 St. Paul St. } “ 
DATE x~ FA hd LZ 


Vi 


$°A nivaand 


ppt 63 WN 


| af 
Marae 


ai 


Page 4 should be 


tor to burial, cremation, 


tor. 


& 


If ony delay is necessary, please exe- 
File pages 1 ond 2 with the registrar 
aS 
pet 


and 3 to the funerot 


tem 18. Give Poges 1, 2, 
ith form PM3. Poge 5 may be retoined for your 


ate should be executed within 24 hours ofter death. 


i 


cote, writing the word “pending 
‘co the Chief Medical Examiner's Office ofong 


C DIRECTOR: Poge 3 should be used os o buriol-transit permit. 


forwa' 
TO FUN! 


cute t! 


a 
e! 
or removal. 


TO DEPUTY MEDICAL EXAMINER: This certi 


VS. ATSME(SS. 
5m 9/55 _¥/) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7 306 
MEDICAL EXAMINER’ ¢ R FICATE OF DEATH : Vl 
2 ua = £ Reg. Dist. No. 


8 
a s¥e OF = 
1, PLACE OF DEATH wU 2. USUAL RESIDENCE (Where dececied lived. If Institution: Residence before admission) J 
@, COUNTY . : 
Carroll mamnano || ° SE Maryland b-cOUNTY _ Garrett 
B. CITY OR TOWN (if ounide corporate limit, write RURAL ¢. LENGTH OF STAY IN Tb €. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
‘ond give neoras? lown) § 
iS} 7 days Grentsville Pye 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADDRESS FE ERG 
ringfield State Hos - yes NO ff) 
3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
(Type or print Etta Estella Miller DOERR DEATH July 16, 9 57 
5, SEX 6. COLOR OR RACE |7- MARRIED [-] NEVER MARRIED [] 


8. DATE OF SIRTH i AGE {in yeor, IF UNDER TYEAR| If UNDER 24 HRS. 
bigthdoy} ; 


Female White WIDOWED ff] ——pivorcen [J October 27, 187. ry 
Boren yparlea peat} Se done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ousewlie — Marne Pennsylvania U.S.Ae 

13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

J, C, Miller Nancy Engle 
Nes Cais se pe UT add 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

Wo" ["""S | GA: Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cavse per line for (0), (b), ond (c}.] IN TRYRaEN aE 
PAN LOOMS CUSED’, Starvation Unknown 
3a4 -X DUE TO 
Conditions, if ony, which ) 


gove rite to immediote couse 
{0}, stoting the underlying( DUE TO 
couslot. YTS R es 


6 |c.pi8," ais "Ye" SekiTs erase NEE HAYENDEN OUTARpOH UTS UE. Bene CUE tel” HSI 
Slprolonged malnutrition with fractures of both legs and two ribs. yesg] NOT] 
S 20, EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port It of item 12.) 
= or 
G | CAUSE OF DEATH. Probably spmtaneous as patient was being turned in bed. 
& |20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED |20s. PLACE OF INJURY (Home, form, 120f. (City or town} (County) (Stote) 
6 Hour 9, m. While Not while factory, sireet, office bldg., etc.) f 
= (1230 xo 19 57 Jot work [of work Hospital i_Sykesville Carroll Md 
21, t certify that | taak charge of the remains described abave, held an Autapsy [9 Inspectian i. Inquiry (4. and find that 
death resuffed fram: Natural causes [K], Accident [[], Suicide [], Hamicide [[], Undetermined couse [1]. 
ip, CHIEF MEDICAL EXAMINER [7] be ko 
ASSISTANT MEDICAL EXAMINER [_] 
hameiees, «= Sames T. Marsh, M.D. DEPUTY MEDICAL EXAMINER] 1/17/57 
To. BURIAL, CREMATION, |22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote 
BEygvAt (Specify) ~ ss ie ae: 
J kth LLAL/> CAN TS DRANTS VILLE GARRETT Go D 


24a. REC'D BY REGISTRAR ‘Wb. ap SIGNATURE 
oat VA D-57| LE Holt xleer) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (} le QING 
(7321 CERTIFICATE OF DEATH 


A ie Reg. Dist. No. yi Yo 
. 
3 i fe mei 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
xo °. Q b. COUN 
32 : RL act ARV L AALS RE 
te b. CITY OR TOWN (Wh outside corporate limits, weit] e, LENGTH OF STAY IN 1b €. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
Fy RURAL ond give nearest lown) 2) 
D . 4 
53 HaARSs IXINEW WIN DsoR 
2 S-Nawe OF HOSPITAL (iF not in hos fet ive ttreet oddbess . STREET ADDRESS . IS RESIDENCE 
22 ; SEE eed pital, gi ) 3: STREET ADORES e. IS RESIDENCE 
€ { MA (4 A-/1 NS ST. ves [] NO 
a ee dae 
3. NAME OF First Middl 4. DATE 
— ES ics idle : lot DA Month Doy Yeor 
E {Type or print) DAW, HAM LYNE EC KE OEATH Bo Aid Ss! 
& 5. SEX 6. COLOR th RACE |7. MARRIED [[] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (le yeor FUNDER 1 YEAR[IF UNDER 24 HES. 
aeeoy) Months! Days Ho Mit 
oa MALE 4 (TE wivowen B~  vivorcen [J 1) 10 Shr fe yr. Y urs in. 
a 100. USUAL OCCUPATION (Give kind of work {loos ab. KIND OF BUSINESS OF INDUSTRY] Th BIRTHPLACE stot 6¢ foreign eovnr7) 12. CITIZEN OF WHAT COUNTRY? 
Bs _Suring most of working life, even jf oF 2 
C8 )/| <aem EE-LENANTRET/RES ARYLAND ae 


é. 
er 


14, MOTHER'S MAIDEN NAME 
SARAM FRITZ 
W pettn =e 
(Yes, no, oF act {It yes, give wor oF dates of service) % oF 
NE US BaARnés New Winesar/Yp 


1B. oa OF DEATH on only one couse per line for (0), (b). ond (c)- _ INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: : a 
IMMEDIATE CAUSE (o] 


} DUE TO 


Conditions, if any, which 
gove rise to immediote 

cose (a), stoting the under- ( OVE TO 
lying couse lost. (¢). 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
yes] no) 

20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 

‘OR CONTRIBUTING LJ CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

0c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form. 1 20f. (City or town) (County) (Stote) 

Meare Sear: While Not wail factory, street, office bldg., etc.) 
p.m. lat work [7] at work H 


21. | certify that | ottended the deceosed from._.. »-FZ.,thot | last saw the deceased 


Then please remave carbon 


oe 


MEDICAL CERTIFICATION, 


RECTOR: After this certificate has been signed by the attending physician and completely 


ed by the haspital ar attending physician. 
'd be detached far use as the burial-transit permit. 


alive on_______ ZL Ze WT. Z, and thot death matured ot: 5A PM, from the couses and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
| Soy nese Bee? fete Mi anadksctany Mefa Wail sy 
FY PHYSICIAN'S 
¢€ NAME (Type) EW MUN DSsOR Mp. 


the registrar prior ta burial, cremation, or remaval, and in any event within 72 haurs a 


may be r: 
page 3 sh. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
TO FUNER 


‘Zo. BURIAL, CREMATION, jz. DATE THEREOF Re, NAME OF CEMETERY OR eed 22d. pes oa (City, town, or county) (Stote) 
REMOYAL (Sp pn ([- a y| 
: bY iP £ Keo d. OTN aa b 
iva, VU, bs bute Lhniderd 


Zs 
a 
2 
¥ 
va. 


WX Avmns 


Zoot S% qn 


OY jos 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0738 


i] 


x C7322 CERTIFICATE OF DEATH i eg 

3 3 ae “Sead tia ipa 2 et ct RESIDENCE (Where deceosed lived. If institution: Residence before admission) 

$5 ° °. b. COUNTY 

32 Garroll pga onked ‘Maryland Frederick 

x] fo. b. CITY OR TOWN {If outside corporote limits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 

38 RURAL ond give nearest town) : 

$2 Sykesville Since 11-29- Frederick / ti 

2 jis 

2 e / 5 d. Nae (If not in hospitol, give street oddress) d, STREET ADDRESS * oa 

Pa pringfield State Hospital 109 E. hth Street ves noO 
. < \ [3 NAME OF First Middte lost 4, DATE Month Day Yeor 


DECEASED 


{type or print CARL PORTER EDWARDS) tum y 17 19 57 


5. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED &} |@. DATE OF BIRTH °. em RS RI IF UNDER 24 HRS. 
lost birthdoy] Min. 
Male White wiboweD (j Divorced [} 7-12-97 yrs. alee 


Pe 


S 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign we Wests CITIZEN OF WHAT COUNTRY? 
z / during most of working life, even if retired) 
¢ Laborer W. Virginia 
3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
y Bates Edwards Mary Brillhart 
2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
& (Yer. 00. oF unknown) IM yes, give war or daten of service) a 
4 / es World War I don Springfield State Hospital - Sykesville, Md. 
+f 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond ©)-] RCE LNCISEE TS 
. PART |. DEATH WAS CAUSED 8Y: 
§ IMMEDIATE CAUSE (0) (@) 1-2 minutes 
co 4y / DUE TO more than 
Conditions, if ony, which to Generalized Arteriosclerosis 10 years 
i immediote 
couse (0), stoting the ynder- ( OVE TO 
lying couse lost. te) 


HRECTOR: After this certificate has been signed by the attending physician ond campletely filled 


the registror prior ta burial, cremation, ar remaval, ond in ony event within 72 hours ofter death, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 hours ofter death. Page 4 


G 
& 
oe 
6c 
2365 ra Pant If, OTHER SCANT CONDITIONS CONTRIBUTING TO Fata BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION SIN TN PART 1(0)|19. WAS AUTOPSY 
Bee &!| Chronic Brain Syndr one associate with alcohol intoxication, wit a 
£33 $1307 x ye ¢ reaction. ves ()_ NO 
eS = 120. ACCIDENT WAS UNDERLYING a8 0b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
aa & | OR CONTRIBUTING LI CAUSE OF DEATH 
Bees  |(IF EITHER, NOTIFY MEDICAL EXAMINER) 
355 & [?0e. TIME OF INJURY Month, Dey. Year 20d. INJURY OCCURRED —_|20¢, PLACE OF INJURY (Home, form, | 20F. (City or town) (County) {Stote) 
5 g 3 Hour o.m, White Matierhile foctory, street, office bidg., ete.) | 
3 = = p.m. W lot work [] ot work [J ‘ 
= oO 
ae 21. | certify that | ottended the deceosed from.._11=29_____..... , 19.55, to 8 ce . 19.57. that | lost sow the deceosed 
2 . 
ri % alive on______Jel On 55 , Talat ae and thot deoth occurred ot -7.2LOAM, from the couses ond on the dote stoted above, 
£53 ‘ ADDRESS (Street, city or town, stote) DATE SIGNED 
5S ACTUAL Sr_tefh— Gy 
zea SIGNATURE MO) 2s tate | 1-17-57 
ae] 
3 PHYSICIAN'S 
wa: NAME (Type) Mayvtin. Cross. _Wo Dp... OSV ILLS, BAY Ve Oe 
BE° 720. BURIAL, CREMATION, | 22b. DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY 
2d & REMOVAL (Specify) 
Peg? | Burial | 7=20-1 Mt. Olivet 
i= ‘ 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. REC'D BY REGISTRAR 


yy l ES Mims bod, Bendeniek— ier y2and sal 


& the funeral director, 


Then pleose remove carbon popers. Poges 1 Gad 2 should be fi 


the registrar prior to buriol, cremotion, or removol, ond in ony event within 72 hours ofter death. 


| 


ronsit permit. 


ote hos been signed by the ottending physician ond campletely fille: 


nding physicion. 


R ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours ofter death. Poge 4 


ed by the hospitol or of 
IRECTOR: After this cert 
ld be detoched for use os the burial 


ie ni 
ior 


moy be 
poge 3 


< 
po} 
o 
“ 
oO 
= 
oO 
e 


TO FUNE! 


VS AIS (4) 
15M 9/55 


Bog 
a) Ve 


5 


10a. USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


(7323 CERTIFICATE OF DEATH 073 1 7 


Reg. Dist. No. 


Recs tine gil * Beene tens (Where deceased lived. If institution: Residence before admission) 
o. b. COUNTY f 
Carroll bison te) * Maryland v 
b. CITY OR TOWN (If outside corporole fimits, write c. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neares! town) 
RURAL ond give nearest town) oe ae oa 
Sykesville Since 2-5-6 Baltimore Cit 3 Vo ; 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS 0. 1S RESIDENCE 
OR Orit ON _A FARM? 
pringfield State Hospital ves [] No 
}. NAME OF First Middle ‘Lost 4. DATE Month Doy Year 
DECEASED OF 
Oops pion Rragets gE. ENGLE DEATH July 3. 19 5 


sex 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [J 
Male White wivowep [] pivorcep [] 


B. DATE OF BIRTH 9% fash ren IF UNDER 1 YEAR! IF UNDER 24 HRS. 
lost loy) |Months] Doys | Hours] Min. 
March 3, 1903 Bhim 


11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


dering most of working life, even if retired) 
Ly t ) None None Maryland U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Frank Engle Laura A. Donahue 
i WAS Pi Sak 9 sa 2iho U. S$. ARMED. ae 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
fas. 10, of urknown) Ait yen, give wor or dates of service) u 
: No None Springfield State Hospital - Sykesville, Md. 
1B. CAUSE OF DEATH [Enter only one couse per line for (0). (b}. ond (c)-] INTERVAL BETWEEN 
PA eA SE Himtes 
DUE TO More than 


MEDICAL CERTIFICATION 


ions, if ony. which «)__Myoeardial Insufficiency 


gove rise to immediote 
couse (0), stoting the under: ( DUE TO 
lying couse lost. io 


ap =, PART Ihe OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)[1?. WAS AUTOPSY 
4 f. 
ental Deficiency level. vesaaNe | 
200. ACCIDENT WAS UNDERLYING [J] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port il of item 1B.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
Hour o. m. While Not while foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work (J ot work i 
21. | certify that | attended the deceased fram,___.._ 225 WG, to 723 , 19.57. thot | last saw the deceased 
olive on__o 7-2. se ae We and that death accurred at s25A.mM, from the causes and an the date stated abave. 
ae ADDRESS (Street, city or town, stote) DATE SIGNED 
ACTUAL i“ 2 x 3 
SIGNATURE. Ins o. ... Springfield State Hospital___.._7-3=57.. 
PHYSICIAN'S, 
NAME (Type) Martin Gross, M. D. a oykesville, Maryland 90 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, town, or county) {Stote) 
REMOVAL fect 
=6= hae S emefe Frositb Nite 


7a, FUNERAL DIRECTORS SIGNATURE Hafer ther “te hee eet REGIST RAR'S SIGNATURE 
OG A, MMirLies Main Frostburg |r TEL LLLI A 


i. g 


3 °A nvauna 


Zs6t TE ni 


(Saroi | e 


ires that the death certificote be executed within 24 hours ofter death: Page 4 


The low requ 


TO HOSPITAL OR ATTENDING PHYSICIAN 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 VE y 
~ C7324 CERTIFICATE OF DEATH ae 3lt ae 


i reels ag (Where deceased lived. If institution: Residence before admi: 


=z bf) 
f if 1, PLACE (ee eeelb 
° b. COUNTY 
aryland Allega 


— past. C ere MARYLAND 


b. CITY OR TOWN (If outside corporate limits, write . CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) y, 
RURAL and give neorest town} v 
. 9 y 2 28 d| Cumberland Dil Om 
d. NAME OF HOSPITAL (If nat in hospitol, give street oddress) d, STREET ADDRESS 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
oringf ate . Len 3 yes (] No fg 


y the funeral director, 


2 shauld be filed 


~ 
i! 


a 

Be 
g 
ry 


Canditions, if ony, which rn 


gove rise to immediote 


Middle lost 4. one Month 
= 8 iieecen) Sadie Virginia Evans pratt 7 197 
>s 5. SEX 6. COLOR OR RACE 7. MARRIED [-] NEVER MARRIEDIE] | 8. DATE OF BIRTH %. AGE (in years if UNDER 1 YEAR|IF UNDER 24 HRS. 
3 oat burthdoy pos 
Bs PF Ww wivowep C] pivorceo [] 12-8% 2 - 18 Bon. Ea ‘ 
e a bya +] 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
So Te ~ ducing mast of working life, even if retired) 
Re \ I/ none Maryland U.S.A. 
° 8 PE 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§ 5 
o 
Be Felix Evans Rosie B. O'Brien 
an 3 15. WAS DECEASEDEVER IN U. 5S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17. INFORMANT Address 
a $ ___ | frets, oF unknown (Hf yet, give war or doter of rervice) 
is ) no no Hospital Records 
2 3 18. CAUSE OF DEATH [Enter anly one couse per line for (0), (b). ond (<)-] INTERVAL BETWEEN 
2a PART 1, DEATH WAS CAUSED BY: pe Si 
og et OE TIMMEDIATE CAUSE (o)_ Dronchopneumonias 
28 4G X OK 
= 
3 
i 
& 


couse (0), stoting the under: 


lying couse lost. a 


220. BURIAL, CREMATION, (Stote} 
REMOVAL (Specify) 


the registrar prior to burial, cremation, ar remavol, and in any event within 72 hours ofter death. 


= 
5 
ba 
c = 
fee 
BBs a Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T[o]]19. WAS AUTOPSY 
Ras = : 
233 3|Psychosis with Mental Deficiency 306 « eo NOC] 
eo8 = | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
ap & | OR CONTRIBUTING [] CAUSE OF DEATH 
sit & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S58 & [20c. TIME OF INJURY Manth, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
5.2 9 3 Hodeleeetn, Nile porn foctary, street, office bidg., ete.) | 
3 25 : p.m. 19 lot work [7] of work J 
=. 
3,6 7 
re 3 21.1 certify that | attended the deceased from... 10= 20 =, 19Sh_, NG = 8 [226 __., 1AT_..that | last saw the deceased 
Sy = 3 olive an______ =e, and that death occurred of Y 0 Am, fram the couses and on the dote stoted above. 
= Cn g P ADDRESS (Street, city or town, stote) DATE SIGNED 
eo 
a af A 
gs Mtn Citi df Suton Springfield State Hompitel 7-27-57 
eau 
r Y PHYSICIAN'S 
@ NAME (Type)_ Erm sthaus Sykesville, Md,. 
nm 
ra 
Oo 
& 


may be 4 
TO FUNE! 


ADORESS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


V3ii 
C7325 CERTIFICATE OF DEATH ee 


Reg. Dist. No. 


“ 


3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmision) 
a. °. b. COUNTY v 
32 Carroll eee Maryland aderick 
Se b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
$0 RURAL ond give nearest town) ; 
é2 oodbine New Marke (OX 
ebae. ? d. NAME OF HOSPITAL (If nat in hospitol, give sireet oddress) d. STREET ADDRESS @. 1S RESIDENCE 
=o o OR peas ON A FARM? 
€ 70 eitzel Nursing Home ves) NGC] 
3. NAME GF Es First Middle Lost 4. DATE Month Day Yeor 
- DECEASED | ’ OF 
3 {Type or print) tllin y: le ONE Pd DEATH } 19 
Es S. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
= lost_birthdoy) Days Min. 
Male White  |wowoQ  ovoreoO | Feb, 25.1869 en 
100. USUAL OCCUPATION (Give kind of work dane] 10, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
i during most of working life, even if retired) ‘ 
Funeral Diredto ew Marke Md. USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
7 
Eldred Falconer Frances Penn 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO, |17. INFORMANT Address 7 
(Yes. 90. oF unknown) UF yes, give wor or dates of tervice} 
No 12~38-9160 cian K a one New Marke Mad 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b), ond {c)-] NERPat EEN 
PART I. DEATH WAS CAUSED BY: v aig) y 
(IMMEDIATE CAUSE (0! 

Fi DUE TO 
Canditions, if any, which ows. © 22 
gave rise ta immediote 
cose (a), stoting the under- 
lying cause last, e) 


Then pleose remove carbon popers. 


the registrar priar to buriol, cremotian, or remaval, ond in ony event within 72 hours ofter, 


icion. 


; Pat Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1i0)]19. WAS AUTOPSY 
3 ee mM 
4 ad ves] No[] 


ing pl 


20a. ACCIDENT WAS UNDERLYING []_[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form,  20f. (City or town) {County) (Stote) 
Hine. ao ana. hint ie foctory, street, office bldg., etc.) | 
p.m. 19 lot work [] ot work [J es 


21. | certify that (yttepded the deceased from... LAetteta FZ to Jey 19 FZ thot 1 last sow the deceased 
alive on__ A 2 12_____.., and that death occurred athe. =M, from the causes and on the date stated above. 


ADDRESS (Street, city gr town, stote) IGNED. 
je i 22 ab, 67 
be eg Howard E, Hall 


MEDICAL CERTIFICATION, 


RECTOR: After this certificate hos been signed by the ottending physician ond completely filled 


id be detached for use as the buriol-transit permit. 


ed by the hospital or attend! 


® 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 haurs after death. Poge 4 


fa NAME (Type Rae Ce: nn ee 
2 zZ z Zc. NAME OF CEMETERY OR CREMATORY Zd. LOCATION {City, town, or county) (Stote) 
Bee BuPLar” fruly 25,1959 New Marke New Marke é 

tS E R 9 e ‘ADDRESS 2éo. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 7 


Damascus, Md. 


& 


A 


Cine dW oteanr A. 


VS ANS (4) ‘ 
: . 


DATE Ua 2 hey M/s hy I a 


£ 
Red 
3 
a 


¥°A nyzuns 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 7 5 1 2 
C7326 CERTIFICATE OF DEATH ME 


om 


z, 


vit 

2 = eid 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

fy a. COUNTY Pee) 0. STATE b. COUNTY 

Se Carroll Maryland Carrol] 

Be b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest tawn) 

$ 2 RURAL ond give neorest town) “ites 

32 Rural Keymar 15 years |X 2 Ruhral Keymar 

2g 4 d. NAME OF HOSPITAL (If nat in hospitol, give street address) d. STREET ADDRESS ©. 1S RESIDENCE 
Ee 

= , OR INSTITUTION , ON A FARM? 
a ves [] NO Gt 


*\, 


& 


5 / 3. NAME OF First Middle lost 4. DATE Month Day Year 
Fy Gesiea) Howard Calvin Foreman Cea Jul 19 19 57 
& 8. DATE OF BIRTH 9. AGE {In years [IF UNDER 1 YEAR) iF UNDER 24 HRS. 


last birthdoy) 


65 a Min. 


5. SEX 6. COLOR OR RACE |7. MARRIED{-] NEVER MARRIED [[] 
Male White wipowep [] Divorceo [J 


100. USUAL OCCUPATION (Give kind of work done| 106. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {State or foreign country) 
a ‘of working life, even iF retired) 


March 18,1892 


12. CITIZEN OF WHAT COUNTRY? 


aborer Maryland U.S.A, 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Foreman Annie Bankert 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
(Yen, 70. oF unknown) {tt ye, give wor or dates of service) . r. 
( no Mrs. Howard Foreman, Keymar, Maryland k.D. 


1B. CAUSE OF DEATH [Enler only one cove per ling ir y, INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED @Y: | 
IMMEDIATE CAUSE (o|_.“/ | L-f-F-4 LE f/tt] Ct kt A432 


Then please remove carbon papers. 


RECTOR: After this certificate has been signed by the attending physician ond completely filled 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


€ 
8 
n-) 
3 
3 
5 
2 
Nn 
& 
€ 
£ 
= 
3 
2 r) DUE TO 
Pars Conditions, if any, which “5 AOLIIN de ede le eee LDUL 
Eo gave rise ta immediote Vv 
Bc couse (0), stating the under. ( OVE TO 
eF=2 lying couse lost. (9 
wees ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTOPSY 
ha to a, . 
e 3 3 Fae : yes] no] 
Pons & 20a, ACCIDENT WAS UNDERLYING []__| 206, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port Vor Port Il of item 16.) 
= Fs & | OR CONTRIBUTING CO) CAUSE OF DEATH 
eos © [CF EITHER, NOTIFY MEDICAL EXAMINER) 
sas 3] 
sees & [20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED —[20e, PLACE OF INJURY (Home, form, . (City ar town) (County) (State) 
5.283 a Hour a.m. While Not while foctory, street, affice bidg., ete. 
sE7E = p.m. W fat work [1] at work H 
<ao 6 7 7 = = 
= 3s 21. | certify that | attended the deceased from.__. soe ~~, 192a9-Se, ten ofcLs 2 ee eceihe | last saw the deceasec: 
ae é . ae i’ 
4 $3 alive on________. nagftens G.- W2s)__Z., and that death occurred até BGAN from the couseS and on the date stated above. 
263 6 ADDRESS (Street, cify gt town, state) DATE SIGNED 
meee ~ : 
a a ACTUAL ) 19 
pees SIONATI Ahem M. MF-S 
eau a 
‘4 5 PHYSICIAN'S, Ve 
= NAME (Type) | EES Ae EE hd OE - eat 4 
& Pa . > Za, Bere CRON ‘22b."DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY. Td. LOCATION (City. town, or county) (State) 
~D.o° id 
BS gz Buria 2 Reformed Cemeter Taneytown, Maryland 
er F 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Ua. 22195 A ISTRAR'S SJBNATURE 
15 {4} fi 9 q r - 
Misia) Jerwyn Hive yeaneytown, Md A, yy, Atte 


WA ZI 


3°A Nvaung 


Paso 


‘cate be executed within 24 hours after death: Page 4 


r) 


Then please remove carbon papers. Pages 1 an 
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a 


2 should be filed la 4 


ly the funeral directar, 


o 


page 3 should be detached far use as the burial-transit permit. 
the registror prior to burial, crematian, ar remaval, and in any event within 72 hours after death. 
oO 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 7 3 1 a 
(739) CERTIFICATE OF DEATH reg. vist. No. “7AY 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution, Residence before oxminion) 
°. °. b. COUNTY 
seh 9 Maryland Washington 
b. CITY OR TOWN (If outside corporole limits, write | ¢, LENGTH OF STAY IN tb <. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} 
RURAL ond give neares! pel < ke 2 
Sykesville |22yrs,4mo,15dys Hagerstown BAO? bs v 
d. NAME OF HOSPITAL (If not in hospitol. give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
East Baltimore Street yes) No Tk 
3. NAME OF Middl 4. DATE 
DECEASED basa? lost Month Yeor 


(ype or prin Albert FORSYTHE | beam July 19.57 


6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED o 8. DATE OF BIRTH w Peace IF UNGER 1 YEAR] IF UNDER 24 HRS. 


W wipowen Gt oivorcto}) | October 16, 1888 68 ya 


100. USUAL OCCUPATION (Give kind of work dane! t0b. KIND OF BUSINESS OR a BIRTHPLACE reise ‘or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


during most of working life, even if retired) 
s Qwn horse & wagon Maryland USA 
‘3. FATHER'S "NAME 14, MOTHER'S MAIDEN NAME 


John Wilbur Forsythe Rebecca Jane Shipp 


15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. Y INFORMANT Address 


ee ae ee ce Unk. Springfield Hospital records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), {b). and (e-) [peers BETWEEN 


“4 INSET AND DEATH 
PART OFATH was CAUSED AY. | Myocardial infarction ays 
QUE TO 


Coronary artery thrombosis days 


(b} 
Gove rise to immediote 

couse (a), stoting the under. ( DUE TO 
lying couse lost. «—Arteriosclerotic heart disease ears 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) | 19. Ny eee ab 
¢ £ o 
General paresis. Bronchopneumonia. (3X ves] No 


200. ACCIDENT WAS UNDERLYING [ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Part Il of item 1B.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


mp 
20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, { 20f. (City or town) (County) (Store) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
jot work (] ot work ([] H 


21. t certify that | attended the deceased fram. 19. 57.that | last saw the deceased 


,1%_5'7___, and that degth Lccitted a9: 30_ AM, a the causes and an the date stated abave. 
< ADDRESS (Streel, city or town, stote} DATE SIGNED 


_Springf ospi Wa 
ruysicin's Agustin del Campo Sykesville, Maryland 


NAME (Typel 


Mo. BURIAL, CREMATION, | 226. DATE THEREOF a ne OF CEMETERY OR CREMATORY Zd. LOCATION (City. town, or county} (State) 
eae (Specify) 95-7 ) 
(ak) [YO kh A Ader YA 


23. “FUNERAL D DIRECTOR'S SIG Naru (7 Rat 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


DAs Vela ChAT, yyw Z og 7-2-8 is ie. WYertty celten! 


MEDICAL CERTIFICATION 


al 


iled with 


r the funerol director. 


Then pleose remove carbon popers. Poges I und 2 should be fi 


ding physicion. 


IRECTOR: After this certificote has been signed by the ottending physician and completely fille 


id be detached for use as the buriol-transit permit. 


ed by the hospitol or ott 


e 
shoul 


the registrar prior to buriol, cremotian, or removal, and in ony event within 72 hours ofter death: 


moy be 
page 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours ofter death: Poge 4 


TO FUNE! 


YS A15 (4) 
15M 9/55 


I 


lei 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


7328 


07314 


Reg. Dist. No. 
ee bain ieee 3 Seer (Where deceased lived. If institutian: Residence before admigfion} 
°. e b, COUNTY 
Carroll Lys hinn Maryland 
b. CITY OR TOWN [If outside corporate ite ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town} 7“ 
RURAL oe Reorest town) " i v 
ykesvilie Syrs,5mos, 11 Baltimore City V i 
__P @. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 206 West 29th Street yes] NOCK 
eh, WAGE First Middle low 4. cote Month Dey Yeor 
(Type or print) Mildred May GREEN DEATH July 29 1957 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER ¥ YEAR] IF UNDER 24 HRS. 
teil iestieiery} Days | Hours | Min, 
F W winoweof] _ovorceo fT] | January 25, 1919 Horan. 


/ 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY 


during most of working life, even if retired} 


None 


12. CITIZEN OF WHAT COUNTRY? 


USA 


11. BIRTHPLACE (Stote or foreign country) 


Baltimore, Maryland 


13. FATHER’S NAME 
Joseph E, Green 


14, MOTHER'S MAIDEN NAME 


Mary A. Scharfe 


Yes, no. oF unknown) {It yes, give wor or date oF service) 


15. WAS DECEASED EVER IN U. $. ARMED sould SOCIAL SECURITY NO. ii INFORMANT 


ALLL 


Address 


Springfield Hospital records 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), {b), ond (c}.} 


PART I. DEATH WAS CAUSED BY: opn 
IMMEDIATE CAUSE (a). Bronch eumonia 


INTERVAL BETWEEN 
one AND DEATH 
3 


YY DUE TO 


Conditions, if ony, which (by 


gove rise to im 
couse (0), stating the under- 
lying couse lost. 


DUE TO 
{c). 


TAKIAN'S Walther H, Sonnenfeldt, M.D. 


“a C Paar Il. gms SIGNIFICANT CONDITIONS CONTRIBUTING TO.DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(0}]19. WAS AUTOPSY 
3 | Congeni ta endocrinopathic imbecile with epilepsy vs DF NOC] 
= ] 20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 
& |OR CONTRIBUTING C] CAUSE OF DEATH 
© | (IF ETHER, NOTIFY MEDICAL EXAMINER} 
er 
& [20c. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, 1 20f. (City er town) {County} (Store) 
B Hour a.m. While. Not while foctory, street, office bldg., etc.) , 
= pam. 19 Jot work [1] ot work] H 
21. | certify that | attended the deceased from JULY Ly, 1950, to July 295___., 19H.Z_..that | last saw the deceased 
alive on____+ J ul 7295 pees, 122f____, and thgt depth accurred ot ys 0. Pw, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


no... Springfield State Hospital ____7/30/97 


METERY OR CREMATORY 


BURIAL CREMATION, | 22b, DATE THEREOF a Re. N 
ee py 7h Wed tew 4 Bg 
23. FUNERAL DIRECTOR S-SIGNATURE: ADDRESS 24g. REC'D BY REGISTRAR 
Bok Lie B12 At Dal wel Fe 


“561 te 49 


Aiz9dy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 O731 6 


e VE CERTIFICATE OF DEATH PS.» 35 


ot 


ss hi of] 

3 = se! J 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

= 3 a. COUNTY Carroll MARYLAND ©. STATE Maryland b. COUNTY Carroll 

. 3 b, CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (Ff outside corporote timits, write RURAL ond give nearest town) 

% RURAL ond give nearest town) 

23 kesville R. 1 life xf Sykesville R. 1 

22 ¢. Neer SeeaeD {If not in hospital, give street address) - ‘STREET ADDRESS ct ig RESIDENCE 
“ London Bridge Rd. & Cherrytree L.||London Bridge Rd.&Cherrytree| vs) 1g 


% 


a 
Pi 

oo 

oS 

a 

x 

§ 

3 

s 

cs 

5 

> S 3. NAME OF First Middle tost 4. DATE Month Coy Year 

a 35 Gasan eri Anna Melissa Griffee Sam = July 31 is 2h 
c cr 

2 8 S. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= 3° lost bicthdoy) [Months| Doys | Hours] Min. 
acne Female White |wirowe pg: _ovorceo] | March 17, 1864 93 ys. 

2 £8: y 100. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
zg 8es j during most of working life, even if retired) 

S zee /|Z__House work : Own Home Carroll County, Md. USA 

g oss M3, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ss : 

fame sae George Washington Phillfips Mary Elizabeth Brown 

2 } 8 3 Tg, WAS DECEASEDEVER IN U.S. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 

= & fet, no, of unknown] Yes, give wor or dates of service] 

8 of: no ee ee soe Arthur H. Griffee R. 1 Sykesville, Md. 
2 £8 

i) ele = 18. CAUSE OF DEATH [Enter only one couse pay line for (0), (b), ond (€.] INTERVAL BETWEEN 

3 205 PART |. DEATH WAS CAUSED BY: > et 

= oS¢ : IMMEDIATE CAUSE (a! 

3 ze¢ fit DUE TO 

= 52> Conditions, if any, which © 

$s BES gove rise to immediote 

3 ks co¥se (0), stoting the under. { OUETO 

Seéaev lying couse lost. (0) 

eo af 

33 $5 ° cS Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T(ol]19. WAS AUTOPSY 
SRofg 12 
-ehsss s a i... yes] No [3 
gaoo90 iv) 

= <¥ = 

reese = | 200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port Il of item 18.) 
eseet & | OR CONTRIBUTING C) CAUSE OF DEATH 

ZEg2s & | (UF ETHER, NOTIFY MEDICAL EXAMINER) 

2stss & [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Gtate) 
Cae ea Uist ray Hour 0. m. While Not while foctory, street, office bldg., etc.) | 

zeErs = p.m. 19 fot work (ot work 1 t 

B58 : 

2 s20¢ 21. | certify that | attended the deceased gence Se » W2E, ta av Nf a9 Tian. Wlastsaw thelceemaneee 
a zo og 7 p> 

Bs <e5 alive an_.. U~ ie 927, and that déath accurred atad4 4" M, from the causes and an the date stated abave. 
fe Ose g ADDRESS (Street, city or town, sfote) DATE SIGIYED 
<55°0° j & Vz dy ste Leif. 
egeze | / Gree 4 SF Neslnmske ld Wily 2 

a 

— ‘ae 

2}: 853 W. Green St. Westminster, Md. 

is fe a a ee ee Seer rhe 
BSEOD Wo. BURIAL, CREMATION, | 22b. DATE THEREOF - | 22c, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) Stote) 
0,528 VAL (Spacify) ¥) ( 

abe: ‘BUPA Gr" 8-4-57 Family Plot On Farm | Sykesville R. 1 Maryland 
Lad - 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
a ye : 5 
Yeas) John R. Byers Westminster, Maryland jor <-3_, At Cray et LRELE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


H) tem 20 Film 218 ee” “n® CERTIFICATE OF DEATH kes. Wobas 


: 


H2316 


~ se A 
3 3 = as ty fi. PLACE OF DEATH re 2, USUAL RESIDENCE (Where deceared lived. If institution: Residence before admission) 
= £8 5 maryiann || °° STAN i b. COUNTY 
i es) arro aryland Carrol} _ 
€£ Be b. CITY OR TOWN (If outside corporate fimits, write ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g 32 RURAL and give nearest town) 
3 23 3 & 2ars Rura niontown 
Se " NAME OF HOSPITAL II nat in hospital, give treet odd ; 15 REST 
2 22 v PR OF A REAT AUC Ne uucaparel sa Sept 'Set oes} | d. STREET ADDRESS, «13 RESIDENCE 
2 ¢ Yes GJ NO] 
3 
3. NAME OF f 4.0 
ed NAME OF First Middle last Date Month a’ Yeor 
Goa 3 — ‘or print) 4am Hahn BEATH 19 
c & a 
Pc. Minto. 6. COLOR of RACE |7. MARRIED FSENEVER MARRIEO [] [8 DATE OF BIRTH 9. AGE (In yeors cag UNDER a im TF UNOER 24 HRS. 
g ge ost winch Min. 
3 S75 vip widowed bivorceo (] Base ecu? 
as i S 
2 £8; Ta. USUAL OCCUPATION aes Kind gf work dane] Tob, KIND OF BUSINESS OR INDUSTRY a. BIRTHPLACE aie or foreign country) ae CITIZEN OF WHAT COUNTRY? 
g 82% / =~ mast of warking life, even if retired) 
S$ Ves enera arming ike and S.A. 
oat’ 23 ain Farner $NAME 14. MOTHER'S MAIDEN NAME 
2 586 
8 2e¢ I a nahn amanda  ooOwers 
= £93 15, WAS DECERSEDEVEL IN U, S. ARMED FORCES? [16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address 
= ae fet, no, of unknown) {HF yes, give wor or dates of service) 
g 7) ware . ; p 
a Pek 4 No om Mrs am Hahn i minste id, _f D 
g 28 18. CAUSE OF DEATH [Enter anly ane cause pr Jine for (a), (b). and (ch) ANTERVAL BEYUEEN 
3 26 PART |. DEATH WAS CAUSED BY: , Vy hs ~ R. i aaa 
2 ose IMMEDIATE CAUSE (a! fr hae 2 ai CL EX oD 
= £25 42 b 
fier UE TO 
pre Oy ree — ) Myself fet 
we ig am v Canditians, if any, which Cee p AES N te 
* Res é i : cc L\ 
8 BES gave rise ta immediate V 
3 ets cause {a}, stating the under. ( DUE TO f) 
fessP fying couse fast. ©. CES 4 =- 
£bc% ans cove S 
228 aac “4 Past Il. OTHER SIGNIFICANT CONDITIONS.CONTRIGUTING TO DEATH BUT NOT RELATED/TO THE TERMINAL HISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
oe a) Se 
£4752 [< 
ea5e 8 S yes[] not] 
FotSE = =A 
s = [20c. ACCIDENT WAS UNDERLYING Gh | 20b. Cae HOW INJURY OCCURRED, af ature of injury MEE Var Port tf of iter 18) 
ese Gc & | OR CONTRIBUTING C1 CAUSE OF DEATH Lost balance and peeron’ £op Of load of hay to barn 
Zeees © | (IF EITHER, NOTIFY MEDICAL EXAMINER) pied on Rona 
2sess & [20c. TIME OF INJURY Month, Doy, Yeor ‘08, RUG JURY OCCURRED [206. PLACE OF INJURY ise ul 1208. {City or town) (County) (State) 
S58 es a eee a a I Whil Not whit ictary, street, affice etc. 
zz: 8 E 66 3 - 6/57 9 fot work) ot work, CI in barn nr. Uniontown Carroll Md. 
oe ,os : 2 
F4 eat 21. 0 certi attended soe deceased fram.__/_/ [en _______ IOS, toate ine Z,that | last saw the deceased 
al<ee 
Z2g $3 alive an__ ja ee mafpnt end pat death accurred a LL L*.M, fram the causes/and on the date stated above. 
E=6 a ADDRESS (Street, city ar tofn, stote) DATE SIGNED 
<35°~ ACTUAL : ote A Sieliiccotle. 
Bes cf SIGNA' “i d 24 mo. [4 i 
oO 
2@: PHYSICIAN'S cam v THE R he 
per-ear . 
= 2 
Fd S2°°9 Re. tevona emci 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, tawn, of county) {State} 
EDO. Specify) 
ofote Keysville, Maryland 
- 


23. FUNERAL DIRECTOR'S SIGNATURE ao. i D wou GSE! TRAM SUGMATURE 
DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


(7331 CERTIFICATE OF DEATH ‘aslton La a 


» 


= 


) 


Qo. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Sige 
S 5 = 1. PLACE OF D4 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before edimission) 
° » °. oO b. COUNTY 
5 MARYLAND ‘ 
* $2 i ALA TARR OLS 
ag b. CITY (re ein (i outside i limits, write [c. LENGTH OF STAY IN 1b c. ae 5, TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 5 s RURAL and give neares ea 
S 52 LS iON BRIbGFE x 
cs 2 ue ar iE OF BEEAnAD (iF 5 in oe give street Sey d. STREET ADDRESS , e. IS RESIDENCE 
ae On) * Sagsttion ‘UTION bs DE, ay ON A FARM? 
1@: DEN ED aM BEALE BUA ST. ven oa 
2 230 3. NAME OF Bi Middle 4. DATE Month Doy Year 
ot = 
a 35 ES BeRa b Minton Hesson 
eB e S. SEX 6. COLOR OR RACE |7. MARRIED [EYREVER MARRIED [_] | 8. DATE OF BIRTH % ied (In aes 
1 ed . 2 : y Min 
4 MALE y 2 wipoweD [J oivorced {2/2 5 + yrs. 
3) 
Fe 
2 
a 
6 
2 
a 
2 
8 


during most of working life, even if retired) i) o 
= ~== D n { 
j Nf TEMES Ni VALYLAN A Ae 
F/13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
A Esso ELIZABETH ST F/ 
1s WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [V7. INFORMANT ‘Address 
(Yes, no, gr upknown), (if yes, give war or dates of service) e a A m a i 
WA AVA B/3-24-/06 S| MAR ESSAA on : = b 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per lin 
ONSET AND DEATH 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


th <€ DUE TO 
Conditions, if ony, which 
gove rise to immediote 
cote (0), stoting the ynder- ( PUETO 
lying couse lost. te) 
a Soe 


Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)/19. See 


MED? 
ves No] 
20a. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Port tt of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, pie Year | 20d. INJURY OCCURRED 20e. gcd OF INJURY (Home, form, 1 20F. {City or town) (County) {Stole} 
Hour 0. m. While Not wile foctory, street, office bldg., eh 
p.m. jot work [[} of work 


21. | certify that | attended the deceased fram... Cf 


}6r-{0}. {b). ond (c)-] 


Then pleose remove corbon papers. 


MEDICAL CERTIFICATION, 


by the hospital or attending physician. 
RECTOR: After this certificote hos been signed by the ottending physicion and completely 


poge 3 should be detached far use os the buriol-transit permit. 


alive CL yer A ie ws2, and that death occurred ath, 1.5 Pm, Fey here causes and an the date stated above. 
i ADDRESS (Strojryily or town stot) j DATE SIGNED 
: am wo, ..._LbddAaan |SrAde Md 720-87 
{ r ‘ { e 
PHYSICIAN'S 
@ NAME (Type) A hese Pmt Tf. ——— 7 # vd. 


the registror priar to buriol, cremation, or removal, ond in any event within 72 hours ofter deoth. 


moy be yj 
TO FUNER: 


Be Vda See) id ZO). fe NN l 
\ Deh. Le Lee ‘2b, REG ISTRAR'S SI ATI , Wy, 
ea | VU Aetifh yz, 2 


[ASA AY ZEA OB EMAL KCI LEEK, LEA PME Dh BZA oY fe negy/H 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth ce! 


> 


3A Avauna 


DD acco: sda 


Cal 


=x 
mn 
PO 
rin 
St 
o 
2 
m 


Page 


ecessary. please 


director. 
for your files. 
Board of Health, 


2 


If any deloy i 

2, ond 3 to the fu: 

File pages 1 and 2 with the $ 
hours ofter death. 


form PM3. Page 5 moy be ret 


ttem 18. Give Pages 1, 


"s Office along with 


iner 


cote should be executed within 24 hours after deoth. 


certificote, writing the word “pending” in penci 


forwarded to the Chief Medical Exam’ 


5 
= 
§ 
3 
ao 
‘EB 
i. 
ev 
2 
28 
eo 
£6 
Ng 
one 
Bs 
oe 
2 Oo 
ox 
oO 
Ze 
Be 
re 
x) 
me 
55 
on 
So 
Die 
oo 
or 
fs 
ee 
os 
58 
wo 
= 8 
oe 
OD 
3s 
vu 
6 


® 


execute, 
TO FUNE 


TO DEPUTY MEDICAL EXAMINER: This certifi 
4 shou 


VS. AISME 
5M 2/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 08397 
C72 DICAL EXAMINER'S CERTIFICATE OF DEATH i a 


“ict tea a ; 
. PLACE OF DEATH 2. USUAL RESIDENCE (Where dececied fived. If institution: Residence before ion} 


so, COUNTY CARROLL marviano || ° STATE Maryland b- COUNTY Horford __—s 


b. CITY OR TOWN jit ovtide corporate Kimin, write RURAL ¢. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neores! town) 


ond give neorest town) 


SYKESVILLE 30yrs—1lm0.-21ilays Fallston , 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) | d. STREET ADDRESS ‘Ts RESIDENCE 


SPRINGFIELD STATE HOSPITAL =] nim ST NOL 


Fiest Middle lost 4. DATE Month 


{Type or print) MARY OLIVIA HITCHCOCK Stara Tn 


5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED JK]| 8. DATE OF BIRTH 9. AGE {In yoo aaa on | | HES. 
. 


lost buphday) % i 
vei le White wiooweo O] oivorcto L] 10-106 > a 0" bi Month} Doy: | Hours | Min. 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


one ‘ : Tllinocis __ | U.S.A. 


13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


TANIEL W. HITCHCOCK MARY EB, BIAKENEY 


15. WAS DECEASED EVER IN U. §. ARMED FORCES? |16. SOCIAL SECURITY NO. 117. INFORMANT Address 


[ew ne, oF enous} [i yes, gita war o7 dalet-ot versice) 4 
< | eae means Springfield State Hospital Records ~ Sykesvill 

18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] ae # —. i oe INTER ag sete ° 

PART f. DEATH WAS CAUSED BY 
IMMEDIATE CAUSE (0) _ASPHYXTA E ediate 
re DUE TO 

Conditions, if ony. which (b) 

gove rise to immediote cave 

(0), toting the underfying( PUE TO 

couse fost, = . 


ART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DE UTI 


00. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
PRIMARY ‘or CONTRIBUTING C1) 
CAUSE OF DEATH. 


We. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1 20F. ( (County) (Store) 
Hour o.m. While Not while factory, street, oHice bidg., etc.) | 
pom. me eee cP ot work [} ot work (J a if 


21. Lcertify that | taok charge af the remains descfjbed above, held an Autopsy [_], Inspection D1. inquiry (0, and in my 
resulted from: Natural causes [¥J, Adcident [], Suicide [[], Hamicide [], Undetermined manner [] 


MEDICAL CERTIFICATION 


DATE SIGNED 
_M.D. CHIEF MEDICAL EXAMINER Oo 


/ ss, ASSISTANT MEDICAL EXAMINER [7] 
Nametyes JAMES T. MARSH, M.D. 2 WS ; 


}720. BURIAL, CREMATION, | 22b. DATE THEREOF (ae NAgP ORE MY gz 


OVAL (Spegily) 
Buri’ 7/4/57 eae rT 
23. FUNERAL D DIRECTOR'S SIGNATURE AODRESS 240. REC BY REGISIRAR ‘2b. REGISTRAR’S SIC ATURE 
Paul A. Heemann_ _6067 Harford DATE Ife) = C. Hhony th 


= i MARYLAND STAT DEBARTME! 9F FALTH—BALTIMORE, 18 ATK. 
. w i> (7333 7 pas sie text NUISSY 


ol10pem, fram the causes and an the date stated abave. 


alive on. (Et 5 1257, and that degth accurred ot 2. 
+ “ADDRESS (Street, city or town, state) DATE SIGNED 
SeNATUR “len - wan, Springfield State Hospital 7=21-57 


a. .2eq Reg. Dist. No. 
% g =z e 1, PLACE OF CEATH a USUAL RESIDENCE {Where deceosed lived. If institution: Residence before odmission) 
2 S? eI Y Carreli MARYLAND Clie is and ». county Baltimore City 311 
= ar) 2 b, {SARE BAe) (iF outside sriporcte limits, weite | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest! town) 
g 32 URAL ond give nearest town! 5 . 
& Ey evils O months Baltimore 5 ! 
2 af = a Detter (If not in hospital, give street oddress} d. STREET ADDRESS « ab AcS 
= ££ - 
: ee / F Springfield State Hospital. 535 Federal st.Baltimore 5 ves] No Py 
3 ¢= ; 
= Oo 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
- DECEASED OF 
& 35 eoiern Ella Virginia Jones. DEATH July 21 13 57 
Shee 
= =o 5. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED [-] | &. DATE OF ib \ 9. AGE (in years ee eee IF UNDER 24 HRS. 
23 g rT Hi Mi 
Pos.) Female White winowen gs ovorceo Fe} Nov.1987 ae emit | Bey ser fteuts 
as = 
2 & ri m 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign county) 12. CITIZEN OF WHAT COUNTRY? 
5 7 u IN (G 
g g 9 8 during most of working life, even if retired) 
S ves I Retired Housewife Maryland U.S.A. 
x e 8 5. 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
e 88s 
8 Ber James Cousins Mary De vaney 
= $ 8 oi 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= a & 2 = | (Yet. no, oF unknown} {It yes, give wor or dotas of service) 
SBS ‘Unknown Hospital Records. Sykesville Maryland. 
9 28 = 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). and (c}.} INTERVAL BETWEEN 
ost 
. = a Py e f 
2 os z om DEATH MEDIATE CAUSE io Hypertensive arteriosclerotic heart disease are 
- £26 d A 
. =e > a DUE TO 
oa 8 
= S2p Conditions. if ony. which » Generalized Arteriosclesosis ars 
3 geo gove rise to immediote 
ri XBIELS couse (0), stoting the under. ( DVETO 
& eu3 3) lying couse lost. ) 
z come 5 2 z Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o}/19. WAS AUTOPSY 
yp) = S PERFORMED? 
2 eis E onic i SYBGL OMe » 25S «f ds ances of metabolism,growth or nu- en wow 
2ase5 re] tien with sehile brain disease with psychotic re ons fd 
Bee 
= o 3B $s © | 20a. ACCIDENT Notheseceny QO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 18.) 
aS seks & | OR CONTRIBUTING CJ CAUSE OF DEATH ew) ; 
qeeges © | (IF EITHER, NOTIFY MEDICAL EXAMINER) po 4 
g 3 = 8s & ]20c. TIME OF INJURY Month, Doy. Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) (Stote) 
S52 95 = rope ee While __ Net while foctory, street, office bldg., etc.) | 
zai? § 3 p.m. 19 lot work [] ot work [1] Hl 
gras : 
Saree 21.1 certify that | attended the deceased from,______ 9el7 1996, to Tale , 192.0_.,that | last sow the deceased 
eo<y 
ge< 22 
Giees 
eS $2 
< 55% - 
«pa o.2 
0 2255 
rt 5 
= & 
E 3 
ry a 
3 : 
ts 2 
= a 
2 


5 na: SEES eee ee ne, eee 
a> YSICIAN' rl 

e moans Vagustin del Campo MsDs _SykesvilleMarylend 
s 4 : No. ae cispety 7%. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) {Stote) 

A REMOVAL (Specil eae ss Ay = 

258 Bie Alm Oilhy 24157 | WESTERN BAATIMURE , Ni). 

23. FUNERAL DIRECTOR'S SIGNATUR ts ADDRESS Ie REC'D BY REGISTRAR | 24b. a RS 'SIGNATURE 
NY 14 > a J 

vs: Yom, (i bs KL) Fue ' Ly MV paAL Mth. vate 7/ LIST P 


MARYLAND STATE DEPARTMENT OF HEALTH—SALTIMORE, 18 
(7334 CERTIFICATE OF DEATH 


iy 


19 


Reg. Dist. No. 


a J 
$3 M 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If insulin: Residence befere odmistion) 
8 3 0. COUNTY MARYLAND b. COUNTY 
32 Carroll “Maryland Montgomery 
3 3 b. CITY OR TOWN (If outtide corporote limits, write | c. LENGTH OF STAY IN IB €. CITY OR TOWN (If ounide corporote limits, write RURAL ond give neorest town) 
s RURAL ond give nearest town} Ss. 
$2 Henryton 118 days Silver “pring /< 
22 ‘d. NAME OF HOSPITAL (If net in hospitol, give street oddress) | d. STREET ADDRESS . 1S RESIDENCE 
=s OR INSTITUTION ‘ON A FARM? 
€ Henryton State Hospital Rt. 2 2s Sox 95 Stewart Lane | vst) nox) 
5 3. NAME OF First Middle 4. DATE Month Doy Yeor 
= DECEASED OF : 
: {Type or print) Frank Jones ¥. r. | Dean July 27 1957 
e 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [1] | 8. DATE OF BIRTH % ect (feo IF UNDER 1 YEAR| IF UNDER 24 HRS. 
real Y] Month in. 
¢ Male Negro |wwownt _oworceo | August 25,1927 BENeen |Mont] Bors | Hou |i 
2 100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY }11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
g during most of working life, even if retired) 
7 jj Laborer Washington, D,. CG, er Re ey 
g 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 
: Frank Jones Pearl 7??? 
8 MR WAS eens ee ees U.S. AEveD ponaren 16, SOCIAL SECURITY NO. |17, INFORMANT Address 
en. 90. F Yet give wor of dates of sevice} 
£ o 79-28-4779 Frank Jones - Patient 
8 18. CAUSE OF DEATH [Enter only one coure per line for (9), (b), ond (c)-] INTERVAL BETWEEN. 
a PART I. DEATH WAS CAUSED BY: ; ONSETZAN ONDE ATTY 
§ IMMEDIATE CAUSE (o 
fe 


a3 Le) cavitation 
aa, if ony, which ol 


gove to immediote 
couse fo}, stoting the under, ( PVE TO 
lying couse lott. ta 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} Se KT 
yess] not 


200. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg.. etc.) ! 
p.m. 19 lot work [1] ot work [J H 


21. | certify that | attended the deceased fram_.March 29 19.57, ta_July_ 26 __, 19.57. thot | last sow the deceased 
alive on_.. JULY, 26 


Beh, 25 |... and that death accurred at £2 30Am, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION: 


d by the hospital or attending physician. 
RECTOR: After this certificate has been signed by the attending physician and completely fi 


should be detached far use as the burial-transit permit. 
the registror priar ta burial, cremation, or remaval, and in any event within 72 haurs after d 


ADDRESS (Streel, city or town, stote) DATE SIGNED 
) iy 
‘ Senator) ECA SG no, _____Henryton, Maryland... 7=27257 
rw Nametee Dig Edgarg Me - Maculens., _.__Henryton. State Hospital, Henryton,Md 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death, Page & 


3 a % ‘Wo. BURIAL, CREMATION, | 22b. DATE THEREOF Td. LOCATION (City, town, or county) (Spore) 
a2 2 EMOVAL (Specify he E 
Eo & CITE 
= Pao. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR 
4 
Ba DAE PDP Le 


3 °A nvaung 


«L661 te hi 


Paras! 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ts (73850 CERTIFICATE OF DEATH 


& LE if. PLACE OF DEATH 
°. 
p Barroll 


IAL 


Reg. Dist. No. 


2. Soa RESIDENCE (Where deceased lived. If institution: Residence before admission} 


MARYLAND |** STATE ee aryland b. COUNTY Frederick 


a. the funeral director, aml 
2 should be filed with 


( | b. CITY OR TOWN (If outside corporote limits, write |<. LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) / 
i RURAL ond give neorest town) 3 Vv 
Ne Sykesville limo. 10 dayp Brunswick 1S 

‘ d. NAME OF HOSPITAL (If no? in hospital, give street address) d. STREET ADDRESS: e. 1S RESIDENCE 

OR INSTITUTION ON A FARM? 
Springfield State Hospital 1l East B Street Yes (] NOK] 

- 3 petewees First Middle Lost # Month Doy Yeor 

{type or rio) Elma Carnetta _ LaPOLE OEATH July By | TeSy. 


Pages 1 


~ 
° 
o 
oO 
« 
“ 
2 
md 
= 
° 
5 
3 
5 
x 
x 
< 
=r SS 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [| 8. DATE OF BIRTH 9% AGE in IF UNDER 24 HRS. 
= s Min. 
313. Female | White |woowot _onorceoo) | April 13, 1918 39m ; 
2 Be 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Se be: 
3 se a) most of working life, even i retired 
ics a8 Nurse's Aide meee ie Maryland UsGake 
2 6 £ 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
a 5 5 a 
© 
oooh Charles LaPole Tala Taulton 
ee = ¢ 2 16. WAS Pach nd bite al U. S. ARMED eee 16. SOCIAL aad NO. ]17. INFORMANT Address 
= 8E [Y¥es, ne, er unknown] {It yes. gve war or dates of service) ~705 . 
as No - 2/¢- 205/950! Springfield Hospital Records 
3 2 | 4 18. CAUSE OF DEATH [Enter only ane couse per line for (0). (b). ond (c).} ENTERVAL BETWEEN 
vo = as PART |. DEATH WAS CAUSED BY: 
RRS Pe immeDiate cause o|_Necrosis of brain, left hemisphere Unknown 
5 =F x DUE TO 
= es > Conditions, if any, which is 
s ZEo gove rise to immediole 
35 gic couse (0), stoting the under. ( OUETO 
Pr ae lying couse lost. el 
eo 2c we eee 
3 = 8 8 i 5 Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT Revues TO ocwith: psyche 1ON GIVEN. otfone 1(o)|19. WAS AUTOPSY 
8255 8 C.B.S. assoc. with unknowh or unspec: cause, otic reac a a Non] 
e©a005 
= = = -— 
Foose = [200. aoe WAS UNDERLYING [J ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Vor Part lof Wem TB) 
ZESer & | OR CONTRIBUTING LC] CAUSE OF DEATH 
<Egeo © {(IF EITHER, NOTIFY MEDICAL EXAMINER) 
Zsees 3 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County) {State} 
H5.% es ray Hour o. m. While Not while foctory, street, affice bldg., se 
zE-s2°? E 3 p.m. 9 jat work [-} ot work [7] 
LBS 
g 3 s ae 21.1 poy! that | attended the deceased from Sune 21, WEL, to July 31) ___. WET __that | last saw the deceased 
28223 ; 
8 s. ¥ $5 alive on___v) 15) a ae. ae and thot death sated at 9300 Am, fram the causes and an the date stated obave. 
wce Oo 3 
Ff6s¢ ” ADDRESS (Street, city ar town, stote) DATE SIGNED 
<260° 
Pet ee: hater ie wo. Springfield State Hospital 31/57. 
£ DRPa f, 
-> PHYSICIAN'S f 
-@:: MANE (type ther H, Sonnenfeldt, MD ee Bae atTee ee 
BSEOR Zo. BURIAL_CREMATION, | 22b. DATE THEREOF 72d. YOCATION abe town, apfiouniy) (Sto 
4 BP -2s Tenova REMOVAL (Specify) 9 
ofots ~ 3-5 7 ’ LHL 
- - B 


Uy 


a ee 


vs ' Wi % 


Fo MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0'73 2 
a (735 CERTIFICATE OF DEATH 


\ all 


Reg. Dist. No. 
1, PLACE OF DEATH 2. tte) ag ois (Where deceased lived. If institution: Residence before admission) 


0. COUNTY CAR Rocce MARYLAND "AAAI // Pp 

b. eR (lf Seo corporote limits, wrile | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
RN ees ; 
YKE SUT LLE BALTIMORE 12 : ra 


d. NAME OF OuALe (If not in hospital, give street eouree d. STREET ADDRESS 


SPRINGFIELD é yf 6 CLEARS PRING _ Kol | ty 


3. NAME OF 7 tost 4. DATE Month Day Year 
DECEASED OF ; , of 
(Type or print) Cua Vty oe Git UVIM Sam Tus VS 19.7 7 

5. SEX 6. COLOR a RACE |7. 8. e OF BIRTH q ne or TF UNDER 24 HRS. 

MARRIED FA] NEVER a o “a sho ae 
wipowen [J DivorceD [] 


1a. es OCCUPATION (Give kind a aes done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign ary 12. ile Di WHAT COUNTRY? 
Ty Saree ired 3D) 9-444 (ae nS 4, 


the funerol director, 
should be filed with 


ts 


14, MOTHER'S: ee NAME ) 


A LD 


15. WAS DECEASED EVER IN U. S. “5, ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFOT Address oO 
{¥en no. oF unknown) tH yes, give war or dotes of tervice) Z eee ; . F CYOCE * 
7—141G VAG VY FCIO CLL )~ CLEARS. 
so eS CAA | 4 


| [18. CAUSE OF DEATH [Enter only one cave per Tine for (6), (b), ond (c).] y : INTERVAL BETWEEN 


¥ ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: Oe) a A s : 
: IMMEDIATE CAUSE (0) (2-7 tm ae AAs) 2. >, 
Lf ) b $ 


DUE TO 


Then pleose remove corbon papers. Pages 1 


Conditions, if any, which ) 
gove to immediate 

couse (0), stoling the under. ( “O¥FFO 
lying couse lost. aS 


Patt Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
iy 
yes} nog 
of item 18.) 


20c. TIME OF INJURY Month, Day, Yeor (20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour an. While Not waiter factory, street, office bidg., etc.) | 
p.m. lot work [7] at work ‘ 


21. | certify yn the deceased ar oe nd IS, 193.2 as to Jie a Li.. 19.2. /,that | last saw the deceased 


t death occurred at. 2PM, tam the causes and on the date stated abave. 
ADDRESS (Street, city of town, stote) DATE SIGNED 


icote hos been signed by the attending physicion and completely filled 


MEDICAL CERTIFICATION 


by the hospitol or attending physician. 


IRECTOR: After this ce 


ed 


‘ 


page 3 show/d be detached for use as the buriol-transit permit. 


PHYSICIAN'S 
NAME (Type! 


‘220. BURIAL, CREMATION, | 22b. roy THEREOF Zc. NAME LD CEMETERY OR Wd iY 22d. LOCATION (City, town, ar county} (State) 
Tengen (Specify) rf 25 
a iT oe fe bas] 7 Oye. 
oe RECTOR'S SIGNATORE S009 aa. = B en R | 2ab. ae Lh s ae 
E __ CCHS SOY oh Bi DATE Vk 


the registrar prior to burial, cremation, or removol, and in any event within 72 hours ofter death. 


moy be 


TO FUNER 


~ 
e 
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a) 
& 
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ie 
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< 
& 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 \ i } 7 3 m, 2 
C7337 CERTIFICATE OF DEATH 


oll 


4 
Reg. Dist. No. ti 


~ ce 5 
3 23 1, PLACE OF DEATH 2. USUAL RESIDBYCE (Where dogeased lived. If inutitutin: Residence before odmission} 
b® SF s, 
Pie bee @. COUNTY Carroll recRrriey TATE ry Lan ad b. COUNTY v 
ce 3 “ 
£36 <I ib. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 
gs 3s EL aseH! town) om Baltimore Sake oes 
Sas * / pe 
in 3 xy VE 
Zoe 3 da. oi Matas (If nat in hospital, give street oddress) | d. STREET ADDRESS e. Paley dea: 
os oss i INSTITU R 
eo fe pringfield State Hospital 28I4 Winchester St woo 
eS 3. NAME OF First Middle tost 4. pate Month a Day i 
= ae DECEASED 7 
a 2, (ype or print) «= Jan Ae Mudd July 19. 
<c 28 
= ~o S. SEX 6. COLOR OR RACE |7. MARRIED EVER MARRIED [-] | 8. OATE OF BIRTH 9. ager IF UNDER aes 
= in. 
u 3 é White ‘wioowep [] pivorceo [1] Jan 2h 1887 7 
3 e a a ie 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
O96 i 
eee ee White Plains Mde SA. 
o e §| 
© of 14. MOTHER'S MAIDEN NAME 
2 es 
2 58% - - a 
sen Barnard Mudd Annie Frankl: 
= £63 1S, WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 4 
= 2 A Gib, oF ustoowes yes give var or daten of varvict) 
foes ¢ ee cals Springfield State Hospital- Sykesville ld. 
aoe eee 
3 88 e 1B. CAUSE OF DEATH [Enter only one couse per line for (a). (b). and (c).} INTERVAL BETWEEN 
To =ay PART |. DEATH WAS CAUSED BY: 
2 is Sc: mes _ IMMEDIATE CAUSE (0), 
3 Se “¥ nt DUE TO 
Hy 
= 32> Conditions, if ony, which Generalized Arteriosclerosis 
3s BES gove rise to immediate 1. 
Serge cavte (a}, stating the under. ( PUETO 
oe oe lyi last. 
FeF=y ying cause las é 
3 8 5 ¥ FS Paar NW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Aap] 19. Rees AUTOPSY 
3 Ee Q 25% i aa litis “ORMED’ 
esa TS ei ¢ mingo ence ves] NO 
ease 6 3 Psychosis with syphilitic mening: 
& 203 5 = [200. ACCIDENT WAS UNDERLYING LC] | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Var Part Il of item 1B.) 
seete & | OR CONTRIBUTING LJ CAUSE OF DEATH 
ZeEoeS MIF EITHER, NOTIFY MEDICAL EXAMINER) 
SSEgs x 20e. PLACE OF INJURY iHome, farm, |20f. (Cily or town) ‘Count (State) 
Bosses & }20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED je. ome, ' ly oF (County) 
S52 es 3 Gour cen: While Not while factory, street, office bldg., etc.) ? 
z-25> é 3 p.m. 19 fot work (7) at work 
[2] ey 5 
ceed mr =¢ 
2e35- 2.1 ai that | attended the deceased from__YaMed f 4792 Pua: "S500 & 
Zz d 4 
3 a = 2 5 alive on___ © SUS sf 26> = Ale. tae and that death occurred ot ___7 7 =— ogi ioe causes Sd an the date stated above. 
5 263 a ¢ $ ADDRESS (Street, city or town, ree DATE SIGNED 
Se OS 
455 0- ACTUAL i erro e Ss ringfield State Hospital 
«pHs dS tite A mre rho , Monee “ 
Ocsava 
a ; 
1@:: emus EQMuAND Lu sTHAUS 
& B2°°? Zio. BURIAL, CREMATION, | 72b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, ar county) (Stote) 
© “AL {Speci 
Ed2 bs furvar” 0 New Cathedra Baltimore, Md. 
Soke “Lad, DIRECTOR'S SIGNATURE OQRESS 24a. REC'D BY REGISTRAR | 24b. ny 
: Uo. 
Tem bossy et tee fogs Viet (ZTE LGete,| vate LEE ft. Afa-uty te 


¥ ‘A Avauna 


Darsotl 


; Page & 


haurs after death 


e 


quires that the death certificate be executed within 24 


ed by the hospitat ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re: 
IRECTOR: After this cert 


+ 


page 3 should be detached far use as the burial-transit permit. 


— 


ly the funeral directar, 
2 shauld be filed with 


Pages 1 


Then please remove corbon papers. 


te has been signed by the attending physician and completely filled 


may be 
TO FUNE! 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours after death. 


VS AIS (4) 


¥ 


SM 9/SS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0732: 


23 
C7338 CERTIFICATE OF DEATH ae. his Gy - 
1. PLACE OF DEATH - oper: RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


6. COUNTY Carroll MARYLAND Maryland Pcounty Balto. City 


b. CITY OR TOWN ([f outside corporate limils, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest lown) 
RURAL ond af Aearest town) 


2 yrs.21 days Baltimore VOl-u 
d. Neeeaty HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. eo ee AE 
75 |_SpringfYeld State Hospital 2126 St. Paul Street ves] No 
3 Leas Ca Fiest Middle lost 4. a Month Day Yeor 
iyestorernl) Anna Christine OLSEN DEATH of 29 1957 


3. Sex & COLOR OR RACE |7. MARRIED [-] NEVER MARRIED BX] ]8. DATE OF BIRTH AGE in years EUND 
rest Dia ntl Doys in. 
a Female White wioowed [] ovorceo(} | July 27, 188) Tho | a] A 


9. AGE (In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. 


(00. USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
“RYE S of working life, even if retired) 
- Norway US 


13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Even Olsen Inger @tygux Hansen 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, 80. oF unknown) {If yes, give wor or dates of servicel 
No = = Springfield Hospital Records 


18. CAUSE OF DEATH (Enter only ane couse per line for (a), (b), ond (c}.] INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: INSET AND DEATH 


Se IMMEDIATE CAUSE (o], Bronchopneumonia 
LP gy 1X DUE TO 


Conditions, if ony, which 


(b). 


gave tise to immediote 
cause (a), stoting the under. (| OVE TO 
lying couse lo: lo X to 
dyiog couse lot. SOX 
Zz Pam Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
=| C.B.S.agsociated with circulatory disturbance with cerebral arterio- carat ed 
6 ePOsis With psyecno rea On ves) NOE 
© [200. ACCIDENT WAS UNDERLYING [)__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 1B.) 
E |r CONTRIBUTING OJ CAUSE OF DEATH 
 |(IF EITHER, NOTIFY MEDICAL EXAMINER) . 
& |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 120F (City or town) ‘coomyy {Stotey 
FA Haur 0. m, Wonite) Haat while fecory. ses, oce Beg. | 
= p.m. 19 lot work [F] ot work 
21. | certify that | attended the deceased from Jul BO UF dee, 1955_, to July 29, ___., 1997__that | last saw the deceased 
ative on___July_ 295. 19. 57.___, and that death occurred at,...8335Bu from the causes and an the date stated abave. 
J ADDRESS (Street, city or lown, state) DATE SIGNED. 
AL } 
Seton » .. Springfield State Hospital _______7/30/5? 


Nimetves_ Walther H, Sonnenfeldt/ M.D, 


‘Za. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (City, tawn, o county) (State) 
REMOVAL ee Ale 
8 2 Yi OOgJ8a Wn Md. 
Eee Koay E ny ho. nec DB "Te7 | ‘Ab. REGISTRAR'S SIGNATURE 
> Lute ¥ y) Zs fre a lh La 


$A NvaNnd 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


(7339 CERTIFICATE OF DEATH ay a yd 17324. 7- 


nd 


~ s 
3 23 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If insitlion: Residence before admission) 
ge 3’ z ©. COUNTY °. b. COUNTY 
Gs Carroll Maryland Balto,City 

we } b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If ovlside corporote limits, write RURAL ond give nearest town) 
g s oa , RURAL ond give nearest town) 
hae Ss Sykesville 17_yrs.3 da; Baltimore BVv.e/.. ¢ 
2 2 AB. d. PESTS Vier Wi {If not in hospital, give street oddress) d. STREET ADDRESS e. ie Med 
> ££ om IN 
A 2 / Springfield State Hospital 406 Camden Street ves] NO EB 
3 eee 
2 3. NAME OF First Middle low t DATE Month Doy Yeor 
she es DECEASED OF : 
€ fi Type or prin! DEATH 
ae (Type or print) Leonard PEKTUS July 28, 1957 
2 se 4 5. SEX 6. COLOR . RACE |7. MARRIED [APNEVER MARRIED [] | 8. DATE a5" 9. ca years IF UNDER 1 YEAR] IF UNDER 24 HRS, 
$ Male Whi 1 

a widowed Fj Divorced [] yrs. 
2 e 
$ a 1a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 111. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 g during most of working life, even if retired) 
Bove anitor = Lithuania Lithuania 
$3 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

oO 
ee cathe Unknown Unknown 
° J 
= 8 1g, WAS DECEASED EVER IN U.S. ABMED FORCES? [16. SOCIAL SECURITY NO, [17. INFORMANT Address 
= | (Ya. no. 28 entnewn) Teh. give wor o° dates of service) 
§ of ° No Springfield Hospital Records 
8 = = 
«= 2 
3 2 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (<}.] INTERVAL BETWEEN 
a a PART I, DEATH WAS CAUSED BY: CREE AND eal 
2 § Ni IMMEDIATE CAUSE (a) Pulmonary tuberculosis 
£ 2 ms 
= - DUE TO 
° 
= Conditions, if ony, which (by 
3 gove rise to immediote 
= couse (o}, stoting the under. ( DUE TO 
g lying couse lo G a 


alive an_Suly 28 PG ND, yet, and ll death accurred at_112))O%M, fram the causes and an the date stated abave. 


ADDRESS (Streel, city or town, stote) DATE SIGNED 
rertine Wealthy Uf: Lo LE no. Springfield State Hospital.._..7/29/57 
Ee De 


IRECTOR: After this certificote hos been signed by the attending physicion and completely filled 


€ 
5 

4a 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Heese a 
2 © |&| Psychosis with cerebral arteriosclerosis ves] No 
ee 3 200, ACCIDENT WAS UNDERLYING (1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 18.) 

. & [OR CONTRIBUTING C} CAUSE OF DEATH 

5 © [CF EITHER, NOTIFY MEDICAL EXAMINER) 

3 & ]20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County} (Stote) 
5. Het ie re While Not while factory, street, office bldg.. etc.) | 

a = p.m. 19 [ot work (J of work ‘ 

3 21. | certify that | attended the deceased from JULY. aes pein ,1950_, to July 28, 1957. .that | last saw the deceased 
e 

= 

S 

Ee} 

To 

2 


ey 


ravsician’s = Walther H. Sonnenfel 


a 2 ae es Se tigate Ange ieee caret di a) ht At AM OA A ALS Ss a, 


Tio. BURIAL, CREMATION, | 220. DATE THEREOF ay PF ii ¢. LOCATION (City, town, or county) {Stote) 
REMOVAL (Specity} 
, 23, FUNERAL DIR 19 "pt Lig Pata. ecu BY REGISTRAR | 24D. REGISTRAR'S SIGIWATURE 
i Zo Dealt ine bc: 
15M Mt £5 "desta the 7, 2 


should be detached far use as the burial-Iransit permit. 
the registrar prior to burial, cremation, ar removal, and in any event within 72 hours ofter death: —~ 


> 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 
moy be 
page 3 


TO FUNEI 


2a 
a2 
SE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Procure: © 
C7340 CERTIFICATE OF DEATH 


= 
a 


Reg. Dist. No. 7 


% 3 1, PLACE fete * USC A RESIOENCE (Where deceased lived. If institutian: Residence before odmission) 
in 0. COUN’ a. b. COUNTY 
$2 Carroll bewagatese aryland Balto, City 
Th b. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
on Syke ‘ond hese town) mi ay 
23 esvi Baltimore _ 2VOp¢ v 
“c 2 d, NAME OF HOSPITAL {If not in haspital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
amine — OR INSTITUTION: ON A FARM? 
ei Springfield State Hospital 72h ves (No fy 
5 3. NAME OF First Middle 
3 (Type or print) Charles Wesile 
2 5. SEX 6 COLOR OR RACE [7. MARRIED ER} NEVER MARRIED [] | B. DATE OF BIRTH 9. AGE (In yeors 


lost birthday) 


wipowep (] ovorceo] | December 20, 1883 


11, BIRTHPLACE (State or foreign country) 


Male White 


100, USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY 


yn. 


12, CITIZEN OF WHAT COUNTRY? 


~ 
° 
o 
Oo 
é 
£ 
8 
7. 
& 
<= 
5 
3 
5 
2 
Ge 
a 28 
c = 
= > 
2 
ae 
z Se 
z 5 ge [| duting moit of working life, even if retired) 
2 o2c8 / Carpenter : = Pennsylvania U.S.A. 
Pd 58 3 j 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Re 
Soe J Pri Ma: 
De oseph ce mnie Price 
fe Ba 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
€e 
 TOAE 2 ) Tex, no, ef unknown) UP yet, give wor or dates of service) 
& off No | é - Springfield State Hospital Records, 
« £8 
zg 2 4 5 18. CAUSE OF DEATH [Enter only one cause per tine for {o), (b), and {c}-] sale BETWEEN 
7. 2 ay PART |. DEATH WAS CAUSED BY: Hype rt i ONS LAND DERI 
jen = IMMEDIATE CAUSE (0) ertension ears 
5 £8 20.0 DUE TO 
= 
= 2s a ns, if any, which »__Arteriosclerotic heart disease Years 
FY ES gove rise to immediote 
5 she couse (0), stoting the under. (| PUE TO 
ae , under. 
BEcRE Uhr SUE «Generalized arteriosclerosis Years 
ie Sets pislngreau seis 
39 $ 5 2 Z | 23 Upae il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3{a}|/19. WAS AUTOPSY 
SBE > Oi tere ok #: oa 7 PERFORMED? 
= bh = - 
2ag8 5 O1}5|C.B.S.assoc.with cerebral arteriosclerosis with psychotic reaction. ves []_ NO ( 
Ze g 
ran 5 § = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il af item 1B.) 
Seen’ 
etn eS & JOR CONTRIBUTING L] CAUSE OF DEATH 
<eees & [ME EITHER, NOTIFY MEDICAL EXAMINER) 
Q BES 5 3s 20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY tome, ig 1 20F. (City or town) (County) {State) 
$5.2 8s = ‘eure vacate Whit Nat whil foctory, street, office bldg., etc.’ 
= 5 2 3 e = p.m. 19 ot work [] at work H 
eres q 
g Gee 21. | certify that | attended the deceased fram.___April_19, _, wT. to duly 22, __ _ 187_.that | last saw the deceased 
Teg ive on_ July. 22 05 02304 
uate 3 5 olive on_JUly 22, ae 19 ce nas and that death accurred ot 10230Am, fram the causes and an the date stated abave. 
e a Oisks : Y d ADDRESS (Street, city oF town, stole) DATE SIGNED 
< ro= 
wees = / | |SewAtun y"wo Springfield State Hospital ___! 7/22/57 
Ocava if 
74s s PHYSICIAN'S 
x eS NAME {Type) Agus n deltCampo, M.D Sykesville, Maryland, .....-... — =. 
a aS ee a ee en 2 
i s¢ si > 720. BURIAL. CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} {Stote) 
2 re: Bs REMOVAL (Speci 7/2h /S7 Loudon Park Baltinore 
as 
one. 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘ho. REC'D BY REGISTRAR | 24b. REGISJRAR'S SIGNATURE 
of se < as Lf 
Vener _ [McCully Funeral Homes = 130 Be Fort Aves EE O AION (rer Goer, 
S ae, 


tee 


1 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07327 


: ot: EXAMINER’S CERTIFICATE OF DEATH 

FOR STATE OAT Reg. Dist. No. 

HEALTH DEPT. L ie DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
i COUNTY 

$3.8 o. Ak 7. MARYLAND * SATE MARY LANL b. COUNTY CARR OLE 
ae3 ». CITY OR oe 1 ade crpeet vn writ AURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
mo ond give nearer! town . 
go8 UNL GRIOGE a2 YAS. UNION BRIDGE XR =" 
$5 iy 3 d. NAME OF HOSPITAL OR INSTITUTION {IF not in hospitol, give street oddress) d. STREET ADDRESS / i on wee a 
ee. OD a = le ROW, GROADWAY "is Nou 
Phe oie ZNAMECE i. < Middle a) 4 Date Month Doy ‘Yeor 
wl ZG 8 DECEASED aj 
ress (ype or print) U/L SIN SHhoRIUGH QU ESENBESRY Sean _vuly 7 WS 7m 
Cec. sc 5. SEX 6. COLOR OR RACE |7- MARRIED JAY NEVER MARRIED [_]| 8. DATE OF BIRTH 9 LORDS IF UNDER TYEAR| IF UNDER 24 HRS. 
Pg By g MALE WHITE |woowo ovo |D EC B/ /¥F0| 76 »|"S se ee ae 

aed , | 108, USUAL OCCUPATION [Give kind of work done] 196. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stole or foreign country) 0 CITIZEN OF WHAT COUNTRY? 

aes fa) / during mast of working life, even if retired) c G 

TELE FARME FA PAM FARIA VIRGINA USA 


File pages 


“s Office alang with farm PM3. 
ar its designated agent, priar ta burial, cremation, ar remaval, and in any even: 


in er’ 
DIRECTOR: Page 3 shauld be used os a burial-transit permit. 


ding™ in penci! in Item 18. Give Pages 1 


ertificate, writing the ward “pen 
forwarded to the Chief Medical Exami 


TO FUNER 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 
execute 


13. FATHER'S NAME ie MOTHER'S MAIDEN NAME 


Caocherr  Kvesenssaay | NAnly Duncan pik 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 116. SOCIAL SECURITY ay 17. INFORMANT Address 


[Yee no, oF unknown) i IF yan, give wor or doles of terviee} NONE P/ fh UL “ie f 


oO ’ 
1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


Pe RENE, CO id IS airs Bee ot we ie we 
Zo,} DUE TO 4 
if ony, which tb) che nar “f Se La, osr*s 


immediote couse =i . 


ting the underlying( PUE TO 
ious Tort (). — ae eo 


g PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED FO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0}/19. eae 
O18 ves (] Nov 

© [200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part t or Port It of item 18.) 

& | PRIMARY C1] or CONTRIBUTING C) 

& | CAUSE OF DEATH. 

5 20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED |20c. PLACE OF INJURY (Home, fora, 1206 . (Cily oF town) (County) (Stote) 

rat Hour 0. m. While Norwhtle factory, street, affice bidg., etc.) | 

3 p.m. 19 at work ["] at work : 


21. certify that | took chorge of the remoins described obove, held an Autopsy (], Inspection A], Inquiry (]. and in my 
opinion déath resulted from: Notyral couses {ZI Agcident [_], Suicide [], Homicide [], Undetermined monner [] 


TUAL Yous DATE SIGNED 
4 AVAL ae eiilhy [VOT (ap, CHIEF MEDICAL EXAMINER [I] 
Ay ASSISTANT MEDICAL EXAMINER [1] 4 
Mit AM ES i é M BA SiH DEPUTY MEDICAL EXAMINE) y/ hy [cz 
Qe. BURIAL, CREMATION, | 22b. DATE THEREOF “Tate. NAME OF CEMETERY OR CREMATORY y@ | 22d. LOCATION (City, town, or county) ~ (Stote) vs 
He (Specify) NG 
Buaiar. |Jud am 1959|_ 9 Pe CREEK aN is Cangsee Co. MD 


INERAL DIRECTOR'S sg Leluax. IDRESS lo. REC'D BY ee Qab, REGISTRARS SIGNATURE 
> rere, Date W4/: Lhtfs4 


th. 


Then please remave carbon papers. Pages | an 


IRECTOR: After this certificate has been signed by the attending physician and camp! 


ined by the haspital ar attending physician. 


a 


page 3 sHauld be detached far use os the burial-transit permit. 
the registrar prior to burial, crematian, ar remaval, and in any event within 72 hours off 


may be 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 
TO FUNE! 


VS Al5 [4) 
15M 9/: 


ND 


-MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


G, (w) = (7342 CERTIFICATE OF DEATH 1 iy Zi 


x §F 2, USUAL RESIDENCE (Where deceosed lived. I inslttion: Residence before odission) 
& bs F MARYLAND b. COUNTY 
" 32 Carroll Maryland Balto. City 

£ 35 BGIRY OR TOWN (IF ounide corporate lmity write], LENGTH OF STAY IN TB || ~c. CITY OR TOWN {if ovhide corporote lmis, write RURAL ond give nearest Yow) 

3 58 RURAL ond ahem ee town) 4 bee sae 

3 S52 Syke sville 7 mos. 28 day Baltimore fis 1S 

2 - ad d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: cs e. % RESIDENCE 

roy =“ OR INSTITUTION " ON A FARM? 

g ¢$ . Springfield State Hospital 5507 Craig Avenue ves) No] 

2 ” 3. NAME OF Fint Middle lost 4. DATE Month Doy Yeor 
2 (Type or print) Maud Mary REES DEATH July 10 19 57 
i 5. SEX 6 COLOR OR RACE |7. MARRIED [L] NEVER MARRIED [2 | B. DATE OF BIRTH 9: AGE In ee [IF UNDER | YEAR| IF UNDER 24 HRS. 
eo irthdoy) is 
2 Female White  |wroweeQ vivorceo] | Septe 2, 1875 64 . a? ee 


100. USUAL OCCUPATION (Gi 


kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
v7 


during most rking 

‘Piysielan ZE- Rhode Island U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

Charles Rees: Elsa Holt 
us Was Bee oi U. S. ARMED (note oe 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 

a a: 64 vaknow) el giediwov'er dota a seria) Zy . ~ 
- Cf ' Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one couse per line for (9), (b). ond (c}-] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 


as TMncniMteaver i. upture of aorta due to arteriosclerosis 
uf x DUE TO 


Conditions, if ony, which bL 
gave rise to imme 
DUE TO 


Nes? AND DEATH 
a 


te 
cause (0), staling the under- 
lying couse last. {c). 


é Parr Il, OTHER SIGNIFICANT eames: CONTRIBUTING TO DEATH BUT NOT,RELATED TO THE TERMINAL DISEASE CQNDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
£/C.B.S. assoc.with, cerebral arterioscierosis,without qualifying phrase. YL) NOK] 
& 
© [200. ACCIDENT WAS UNDERLYING “EI | 205. DESCRIBE HOW INJURY OCCURRED, (Ener noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING C] CAUSE OF DEATH 
& | GF EMTHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 
fa Hour While Not while foctory, street, office bldg., etc.) \ 
= lat work [] ot work 
21. | certify that | attended the deceased fram_November 11,;s50 2. _ to July 10, en Ore 19.21 that | last saw the deceased 
alive on July 9, 12 iiss = and that death accurred at. 3220 Am, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
SeNATUR . Springfield State Hospital! 7/0/57 
Sr See g Byvestiite, Perret. eee 
‘2c. NAME OF GigBFOny OR CREMATORY Nd Db. (City, Jown, of county) jote) 
9 ¢ LS 
LEP, _/Z aor LEOLL G. LPteOL, Ce. Cara Va 
Chi FUNERAL DIRECTOR'S SIGNATURE , ADDRESS Bho. REC'D BY REGISTRAR | 240. FEGISTRAR'S SIGNATURE 


Date A night “Elsosnttdlive 7 0A Lo Hetty, 


a quaun® 


. ov 
aS 


Sag 
A 


MARY oor DEPARTMENT OF HEALTH—BALTIMORE, 18 


0732! 
CERTIFICATE OF DEATH pee 


ae Reg. Dist. No. f 

RS soos 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odrission) 

& £3 ° COUNTY Carroll manviano |] $7591 ond S-ROuNTY Garou 

€ z 8 b. CITY OR TOWN if outide eorporete Timi, wrile |e. LENGTH OF STAY IN Tb | «c. CITY OR TOWN [IF outtide corporote limits, write RURAL ond give nearest town) 

3% §2 Rural, Westminsser Life Ix Rural, Westminster, Myers District 

ga d. NAME OF HOSPITAL {IF not in hospital, give street oddress) d. STREET ADDRESS: @. 1S RESIDENCE 
ae «JD | Westminster,R-3, Myers District ‘Westminster, Md. R.D.3 Ye BE NOT] 
Ay 3. eee a8 First Middle lost 4. Pais Month Day Year 

& 3 (Type or print} Virginia —_ Sell beat July 22, 1957 19 

= 8 N 5. SEX 6. cOLGR OR RACE | 7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. ee the ee renee ae 1F UNDER 2 HES. 
Enis I )|_ Female White wivowen FPF oivorceo ff. 1869 age’ uN v eee in. 
3 a Toa. USUAL OCCUPATION (Give kind sar org Vb. KIND OF BUSINESS OR INDUSTRY 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ee / | Houséworl Hcisena te Own home. Carroll Co., ld. U.SeAe 

3 3 13. FATHER'S NAME 1a, MOTHER'S MAIDEN NAME 

2 pe Joseph Lippy Unlmomm af 

€ é Bile Cee TTT Ti S. ARMED BF GRSES? 16. SOCIAL SECURITY NO. ]17. INFORMANT AP A Py KALA : Address ~ 

8 £ 0 |_No None Serenus Sell, R. D. 3, Westminster, Ide 

= § |. CAUSE fine for (0), (b}, 5 INTERVAL 
in li oy SAE 
2 § IMMEDIATE CAUSE (0! 

3 = 260~x DUE TO 

= Conditions, if ony, which . 


gove rise to immediote 


ires 


2 cose (0), stoting the under. ( OVE TO 
lying couse lost. (¢). 

Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1}]19. WAS AUTOPSY 

(0) HAO,O ves] no 


200. ACCIDENT WAS UNDERLYING [J 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor [20d, INJURY OCCURRED — |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While. Not while factory, street, office bldg., etc.) # 
p.m. 19 fot work [] ot work [J ‘ 


21. | certify that | attended the deceased fromQ-@ WZ, 10 ke 2A, 199 Z that | last saw the deceased 
-. and that death occurred at_& ees S MV from the causes and on the date stated above. 


|, cremation, or remaval, and in ony event within 72 hours after death. 
MEDICAL CERTIFICATION 


RECTOR: After this certificate has been signed by the attending physician and campletely filled 


OR ATTENDING PHYSICIAN: The low equ 
ed by the haspital ar attending physician 
page 3 shOuld be detached far use as the burial-transit permit. 


5 
S (Street, city or town, td. L Wie] 
8 / MD. LMM On. “. é LST. 
2 & 
i is 
g £200 To. POR RICH MATION: 2b. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
>Doa- pecit q . 
E 3 - £ Buria / 25 5 Bixlers U.B.Cemete: Nr. Westminster, Carroll Co., Me 
- 24a. REC'D BY REGISTRAR 2ab, REGISTRAR'S SIGNATURE 
eure N ‘Z LEAL ee Littlestom, Pas ote“ AYN 2 f ed LAA ban 


% *~ qvaais 


poor 98 WE 


Rank 
; | a 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()"7.2.'31) 
C7308 _ CERTIFICATE OF DEATH ean = 


+ eee << <4 (Where deceased lived. If institutior sidence before odi 
b. COUNTY i 
BE A IPRO 


A ir MARYLAND: 


”e the funeral diregtah. =i 
should be filed with 


é b. CITY OR TOWN iif Ae ae limits, write |e. pe OF STAY IN 1b ¢. CITY OR TOWN (IF outside corporote "S write mer ‘ond give nearest town} 
ond give nearest town’ 
3 STM S ft 
s a. AME OF HOSPITA (if natin hospital, Give street address } S STREET ADDRESS < «. 1S RESIDENCE 
ro) R INS / 2 
S F f ra Ne 
ee 6 = oy 0 O noi 
2 rs 3. NAME OF A Middle lost 4. DATE Month Day Year 
~ - DECEASED | E (a ie . OF 
s 3 (Type or print) AT Tid fej B eee DEATH des 19 
= s $. SEX 6. COLOR OR RACE 7. MARRIED [7] NEVER MARRIED [[] | 8. DATE OF =o 9. AGE (In yeors [IF UNDER 1 YEAR] tf UNDER 24 HRS. 
= e a bicthda a 
S = - [ "oot Min. 
‘ 3 winoweo Ze  oworceo ] | LOL, 
3 100. USUAL OCCUPATION ae kind of work done] 10b. KIND eC BUSINESS OR INDUSTRY |11. BIRTHPLACE “(iote or foreign Ne be CITIZEN OF WHAT COUNTRY? 
3 z during most of working life, even if retired) 
3 c ! 5 = “C/h if © A 
3 13, iy NAME ; 14. MOTHER'S MAIDEN NAME 
wo 
3 ZA Te. oe A Y DLS 


PART 1, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


Lf f DUE TO 


Then pleose remave cor 


ns, IE any, which wfZ 
gove rise to immediote 
cotse (0), stoting the under: (| CUETO 
lying couse lost. fel 
Parr tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1.0 BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. WAS AUTOPSY 
1s a ‘ yes] NO 


20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in.Port 1 or Port It of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) : 


20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20. PLACE OF INJURY ee ers i! 120%. (City or town} (County) (Stote) 
Hour om. - While Not while yrsreely Sues. te - 
= 19 lot work [7] tO ae a 


21. | certify that attended the deceased a trem_22- CMO. . WOLS tos We Zeke, 195Z.that | last saw the deceased 
alive oe APs, at ey Wye 60 and that death accurred tfGo fram the causes and an the date stated 


ff j SS (Siree!, city’or town, stole! 


SGwatur CJAC é Af Wy Un, MO. lity SLA 


paysician's “Po LEN MOULTON, M.D. 


or attending physician. 
ECTOR: After this certificote hos been signed by the attending physicion ond completely filled i 


MEDICAL CERTIFICATION, 


R ATTENDING PHYSICIAN: The tow requires that the deoth ce: 


ed by the hospit 


. 


poge 3 should be detoched far use os the buriol-tronsit permit. 


the registrar prior to burial, cremotian, or remavol, and in any event within 72 haurs offer deoth. 


Piast | _[NAME (Type) WESTMINSTER, MD en Se ee AD 

Sse | Zio. BURIAL, CREMA nce 2b. DATE eae SF NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Stote) 

g SP rena ey iy (3 

ofo LASTE i Sie £ Be 

eS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATJRE vy 
VS AIS (4 > 4 + ; ee Z 
lemons) oate O~ Hy Vou 


¥°A NvTana 


Dacsost 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 )V33h 


nn aw 


, f 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH ‘ 
FOR ST, E Reg. Dist. No. 

HEALTH DEPT. [- PLAGE OF DEATH : 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admigion) 
ee 2 marrano || °5''Maryland b. COUNTY Garrett 
oo o 
aes b citY 01 TOWN (cumde corporate int, wine RURAL ¢. LENGTH OF STAY IN tb €. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest lawn) 
suet ie por 9 

S555 7 
S536 6 da Oakland, Md Li xX ae 2S 
eae sy FAME OF HOSPITAL OB INSTITUTION (If nat in hespitol, give street address} d. STREET ADORESS o- iS RESIDENCE 

S52 8 ~_ 

3 
@:- ps ~ i field Srare Hospita ane ROVER LS oo Se 
Be 3. iE Fi Middl 4. DATE 
23 2 2 2 DECEASED ‘ist iddle lost Month 
pe = £5 (Type or print ih te * Seath 19 

Sot es 5. SEX @ COLOR OR RACE 7. MARRIED [XK NEVER MARRIED {]| 8. DATE OF BIRTH 9. AGE th eon IF UNDER 1YEAR] IF UNDER 24 HRS. 
27 ose ” Months He in. 

oO Eee M W wiooweo —owvorced | | 21-24-81 yo tocaad |e eae 
Shae 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
© oe during most of ony van if relired) 
rote i Yak. U.S.A. 
sae) & ao : a ae Wom afi e — 
nd BF 13. z s 2 
33g Bs a FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
5o0 
Be eos Henry Sheeffer —- ~ 2 
jgs52s 15. WAS DECEASED QVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
SF gt p D [¥es, no, 01 unknown) {If yes. give wor or dates of service) 
ese ©} _unkn | Unkn _5.S.Hospital Recorés a is 
eres 18, CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond {e)] -, 

Ese PART I. DEATH WAS CAUSED BY: 
Beers ug) IMMEDIATE CAUSE fo) Hilateral Bronchopneumonia sis “co =~ 

Sees / 

o- S5> vi, SeuemR 
g £3 
peo § pe Catal oArteriosclerotic he 
Bengt ee ee et ee —— 
ecm (0), stoling the underlying ( HETR 
as couse lost. (1_Praetured $,9-left-pibs 
sf be 8 2 ane, Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yo} 19, Was 1 ‘SY 
=< ow Ay 2a =F RMED? 
Bse28 Als ‘CHr.brain syndr, with cerebral arteriosclerosis with psychosis vS%] nol} 
eases 2 
réogpe8 = | 200. EXTERNAL CAUSE WAS OW INJURY OCCURRED. (Enter not f i Port tor Port Ul of item 18. 

Sps2s & | PRIMARY O) or CONTRIBUTING OF eeralescenent BC at eV ath 
2b22¢ 2 CRUE CT EER own‘apparently prior to admission to this hospital i 
ca ed & | 20c. TIME OF INJURY Month, Day, Yeor —]20d. INJURY OCCURRED [2Ge. PLACE OF INJURY (Home, form, 120F. (City or town) (County) (State) 
geos2 6 Hour 9. m. While sect ae loctory, street, office bldg., etc.) | 
¥ ae = p.m. 9 al work (} at work 4 
= oc + . . + 
Ee age 21. U certify that | took charge af the remains described abave, held an Autopsy KJ, Inspection [J], Inquiry [], and in my 
Re ae opinion deatyyesulted fram: Natural causes [_]. Accident [}, Suicide [], Homicide [[], Undetermined manner 

cas ¢ 
ra e 
<25u° 
3 & 3 . SUA. ad bao, CHIEF MEDICAL EXAMINER [] be aa Na 
S 2 oe ASSISTANT MEDICAL EXAMINER [] 
= a Liste DEPUTY MEDICAL EXAMINE! 
52 Ta. ROE ECHEM ATION: 7b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY = fe U N (Cily. town, or county) 
pvAl (Specify 
5 oe Ss. 
° oe! 7 | Lace. * ww. e's 


Lan * Z 
LPs Wey, DIREION'S SIGNAWRE DRESS, Bao, REC'D BY REGISTRAR | 24b. REGTSTRAR'S SIGNATURE 

VS. AISME Y, % / ) 

5M 2/57 o DATE FZ. as oe 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 f) 7 3 3 y} 
04309 CERTIFICATE OF DEATH shea 
‘odatision) 


J. PLACE ra DEATH 2 eel [dsenuled (Where deceased lived. If institution: Residence before 
a Carroll marviano || > SATE Maryland b.couny Carroll 


b. CITY OR TOWN (IF outside corporote limits, write] c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporole limits, write RURAL ond give nearest town} 
RURAL ond give neorest town} 


Westminster 15 years 24 Westminster 
|. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
caer INSTITUTION, FARM? 


170 E. Green St. 170 E. Green St. YeO Nom 


3. fieaeauasl First Middle lost 4. we Month Doy Yeor 
[Type oF print George Morgan Simpson DEATH July 4 1997 


5. SEX 6. COLOR OR RACE |7. MARRIED [R] NEVER MARRIED [] | 8. DATE OF BIRTH 9 AGE (ln yeor IF UNDER 1 YEAR] IF UNDER 24 HRS. 
jay! 
Male White |woowng _ovorceog] | Jan. 18,1886 Ui pel ee | me 


10c. USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY {1}. BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
} during most of working life, even if retired) 


alesman Paper Dist. Baltimore, Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
a7 Francis Marion Simpson Mary McTaggart 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes. no, oF unknown) (f yes. give wor or dates of service) 
f-y no oe 6 * & Mrs. Anna Boyd Simpson Westminster, Md. 
¥ ont 8 ae 


“a | 


the funeral directar, 


” 


Pages 1 ang 2 should be filed with 


after death. 


18, CAUSE OF DEATH [Enter only one cave per ae (3), (b). ond (c} 
PART |, DEATH WAS CAUSED BY: é 
IMMEDIATE CAUSE (o] 


. DUE TO 


Then please remave carbon papers. 


5 i (b] 

rise to immediote 
cote (a), stating the under- ( OVE TO 
lying couse last. fa 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa} |19., hoe AUTOPSY 
u : PERFORMED?. 


yes ([] NO 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 48.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, re Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, rae (City oF town) (County) (State) 
Hour a. m. While __ Not white foctoty. street, office bidg., etc.) 
Jat work [] ot work . [7] 


2.1 ren ae the deceased fram.___ [tf Te ----f-_-----, 192A that | last saw the deceased 


-transit permit. 


the registrar prier ta burial, cremation, ar removal, and in any event within 


cate has been signed by the attending physician and completely filled 


MEDICAL CERTIFICATION. 


alive an____. \af-_/..., and that death eka ae: [7 M, fram the causes and an the date stated abave. 
rh. DRESS (Street, cily or towng stote) DATE i ke, 
ACTUAL 


SIGNATUR! = 


ed by the haspital or attending physician. 


* 


RECTOR: After this cer! 
page 3 should be detached far use as the buri: 


PHYSICIAN'S 


NAME (Type) ©. LUther Bare, M. D. 19 W. Main St. Westminster 


2a. Repay, ene 22b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION an, town, or county) 
BOA Se” | 776 Krider's Cemeter nr Westminster, Md. 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S oe -, 
John R. Byers Westminster, Maryland oe Vide Ao Y 


may be 
TO FUNER; 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 a 333 
, CERTIFICATE OF DEATH Slt ae 


| 


o£ i 
3 oe ‘ 4, SUR a: os epee (Where deceosed lived. If institution: Residence before admission) } 
i \ =a °. b. COUNTY v 
4 Carroll pre Mak Maryland Washington 
e b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town! 
> por 9 
& RURAL ond give nearest town) : 
= Sykesville foyrs,Smos.l7 lays Hagerstom 2/03 2. 
a4 d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1§ RESIDENCE 
= - oR INSTITUTION ON A FARM? 
. . Springfield State Hospital - ves C] NOX] 
3. NAME OF First Middl lest 4. DATE Ye 
: DECEASED | Hi a a OF pe bor oe 
{Type or print) Walter Skrypek cee July 9 19 57 
5. SEX 6. COLOR OR RACE 17. MARRIED [7] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Male White widowed (] pivorceo [] December 25, 1893 nar pool sents | Saye Migs || MED 


12, CITIZEN OF WHAT COUNTRY? 


I “7 $100. betel Ue) {Gre ioe oJ peuesene Vb. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stole or foreign country) 
a “Machinist? ~ Shae. ia Austria Austria 
I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME : 
John Skrypek Rosa Bubula 
Nae ne Litas baadlie, dead 16. SOCIAL SECURITY NO. ]17. INFORMANT ; Address 
) No - Yak, 5 Springfield Hospital records. 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (c)-] UNTERVAL BETWEEN, 
ellen ew sire) Cerebral hemorrhage 2 days 


Then please remove carbon papers. Pages 1 did 2 shavid 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours ofter death. 


DUE TO 


8. if ony, which we Hypertension Years 


gove rise to immediote 


‘ote has been signed by the ottending physician and completely filled 


couse {0}, stoting the under. ( OVE TO 
§ lying couse lost. {c). 
ay 5 Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0} 119, et eS 
> = an =| 
= 3 Schizophrenie reaction, paranoid type. 5 ) yesC] Nol] 
i = | 200, ACCIDENT WAS UNDERLYING [)_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port t or Port Il of item 18.) 
= & | OR CONTRIBUTING [) CAUSE OF DEATH 
© |(IF ETHER, NOTIFY MEDICAL EXAMINER) 
io 20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, form, T 208. {City of town) (County) {Stote) 
é Hour 0. m. While’ ___Neruhila foctory, street, office bldg.. etc. " 
3 p.m. 19 ot work [7] ot work 
21. 1 certify thot | ottended the deceosed from. JULY ly _______ 19.50, wield noel , 19.5,1..thot | lost sow the deceosed 


A_M, fram the causes and on the date stoted obove. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
Mes A Sp. i 
Sykesville, Maryland 


ACTUAL 
SIGNATURI 


ined by the has 
IRECTOR: After 


PHYSICIAN'S 
NAME (Type| 


e ir e 
‘70. BURIAL, CREMATION, | 22b. DATE pe “ Ses CEMETERY 
24 OVAL Specify) 
Zittt tte, ty 


» oes Cror's ey "Yh a oe LE: do. REC'D BY REGASTRAR 
V5 AIS (4) FEZ EZ PL. Za fr | DATE Vig JOS 


15M 9/55 


* 


page 3 should be detached far use as the burial-tronsit permit. 


iy. town, or county) 


‘2b. me HGNATURE 


may be, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death; Page 4 


TO FUNE: 


the Funeral directar, 
shauid be filed with 
5 


land 2 


£7) 


Then please remove carbon papers. Pages 


IRECTOR: After this certificate has been signed by the attending physician and campletely fille 


ined by the haspital or attending physician. 


“ 


page 3 shauld be detached far use as the burial-transit permit. 
the registrar priar ta burial, crematian, ar removal, and in any event within 72 haurs ofter death. 
~ 


may be, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
TO FUNE! 


— << 
go 

= 
2a 
res 
oe 

ol 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07334 


(7346 CERTIFICATE OF DEATH fry Z. Ze 
‘} 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admAsion) 


. COUNTY |. STATE 
* Carroll maryiano || % Maryland SACOUNT ~~ Bal-tegGl uy, 
b. CITY OR TOWN {IF outside corporate limits, write} ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest lown) Vv 
RURAL and give neares! lown) ne 
Sykesville 1 mo, 6 days Baltimore VY Of f 
d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
|_ Springfield State Hospital 4708 Old York Road, Zone 120. ves F]_NO Bt 
3. peas Cau First Middle Lost 4. rota Month Day Year 
(Type er print) Albert Reid SMITH Beata 1 1957 
5. SEX 6. COLOR OR RACE 7. MARRIED [-] NEVER MARRIED [7] | & DATE OF BIRTH 2 {In yeors al UNDER 24 HRS. 
lost as Min. 
Male wiooweo Bg —_oivorceo} | August 29, 1876 ye. 
10a.. USUAL OCCUPATION. (Give Wns be af wark dane| 10b. Ah. OF BUSINBSS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign =e tae 1 af OF WHAT COUNTRY? 
nn mos! af warking life, even if retired) 
orer Maryland U.S.A. 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Mose Smith Unknown 
1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
{¥es, ne, oF unknown} {It yes, give wor or dores of service) 
National |Guard 220-009-2188 Springfield Hospital Records 
18, CAUSE OF DEATH [Enter only ane cause per line for (a), (b). and {c}-] INTERVAL BETWEEN 
a Ye DEATH MEDIATE CAUSE (el Acute cormery insufficiency Ours 
LLAC.f DUE TO 
Caluiniew. 1 any, valle ‘si Arterlosclerotic heart disease Years 
gove rise ta immediate 
cause (a), stoting tha under: ( DUE TO 
Gingesie lea «___Generalized arteriosclerosis Years 
A 9 IG raat il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o) {19. SRS eae 
<|_C-.B.S.assoc.with cerebral arteriosclerosis, with psychotic reaction, ves) NODS 
= 20a. ACCIDENT WAS UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | ar Part I! of item 18.) 
im OR CONTRIBUTING E] CAUSE OF DEATH 
© [CIF EITHER, NOTIFY MEDICAL EXAMINER) 
= 20c. TIME OF INJURY Month, Day. Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 1 20. {City or town) (County) {Stote) 
6 Hour a, m. While Not while factary, street, affice bldg., etc.) | 
3 p.m. w lat work [7] ot work [7] H 
21. | certify that | attended the deceased from. __sJume__ P5oo.. 1957_, to dnly. Bipert 19577__,that U last saw the deceased 
alive on_Suy_ 305. eee, 1257, and that death occurred ot _L¢3QA.M, from the causes and on the date stated abave. 
ADDRESS (Street, city or tawn, stole) DATE SIGNED 
ACTUAL 
SNAton ingfi Hosp: 


puvsician’s 


NAME (Type) —_ Sykesville, Maryland, 


fh te TUES G ae ie CRGMFERY be LOCATION (Gpy. 
y, Lee , J 


Pane t EE 
33. F Py RAL BARE! Te SHE Eine! La 24d, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
acd CLS (Mott pow. \o 7_B/- 


MARYLAND Hee PEPARTMENT, OF Hi LTH—BALTIMORE, 18 


aB0=5 07 
weryi CERTIFICATE OF DEATH Peete 
3 = = W aeeanren . Bae See (Where deceosed lived. If institution: Residence befare odmissién) 
re °. ° b. COUNTY 
3 Carroll MARU Maryland Balto,City 
3B b. Sihecee Ua) (lt ee capers limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest! lown) 
ond give ngorest town! = na 
§ Sykesvilie hmos. 26 days Baltimore BVO}. uy 
2 - d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
= yt OR INSTITUTION ON A FARM? 
! Springfield State Hospital _4600 Valley View Ave. esi ENOT: 
3. Aerts First Middle Lost 4. oral Month Day Yeor 
(Type or print) William Boston SMITH DEATH Ju 1957 


5. SEX 6. COLOR OR RACE | 7. MARRIED [_] NEVER MARRIED (|S. DATE OF BiRTH 9. AGE {In ea IF UNDER 1 YEAR) IF UNDER 24 HRS. 
loss loy) | Manths Hi mine 
Male White —|wiooweo ovorcto] | September 20, 188 Tak Be jours | Min 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


psa 
hs_ 3] 


Then please remave carbon popers. Pages | and 2 shauld be filedy 


~ 
o 
e 
é 

8 
77 

2 
x} 

5 
2 
z 3 
lone 
= > 
hae 
3 a i "USUAL OCCUPATION (Give bind ef work done] 0b. KINO OF b> a INDUSTRY 

3 § oe juring most of working life, even if retire 

3 acs ool & Die Maker Zz Maryland U.sS.Ae 
g 585 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

ey William Boston Smith Catherine Roben . 
= = 3 Va WAS ao U. S. ARMED. sie Datel 16. SOCIAL SECURITY NO. }17. INFORMANT Address 

= » | Wye ge. or unknown) {Ul yon, give wer or dates of service) 

toate ON 216-05-1749A| Springfield Hospital Records. 
3 3 = 1B. CAUSE OF DEATH [Enter only one couse per line for (2), {B). ond (c).} INTERVAL BETWEEN 

3 265 PART I. DEATH WAS CAUSED BY: Arteriosclerotic heart di mere rhage 

2 ts- ; IMMEDIATE CAUSE (0). Fr osclerotic hea sease ears 

5 te? fhe 9 DUE To 

FS 

= +E z CU Sapa w___ Generalized arteriosclerosis Years 

S la gove rise to immediote 
= eke couse (0), soting the under. ¢ 30M  Bronchepneumonia Days 
Teeny lying couse lost. {ce} b Years 
£erse pas BS Diabetes MelTitus 

z oo $ 5 & ra Pant I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS. be a 
ea .|&|C.BsS.associated with circ.dist.with cerebral arteriosclerosis with VSL] NOTE 
gases Sly ho ps on ance tongues 
a a © 3 © = Oo. ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW INJURY OCCURRED. TEnter nature of injury in Port § or Port Il of item 18.) 
eset & [Or CONTRIBUTING LI CAUSE OF DEATH 
Zese5 © |(F EITHER, NOTIFY MEDICAL EXAMINER) | © x 
2spses & |20c, TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 120F. (Cily or town) (County) (Store) 
S58as g oor ie. Site’ Stic) onto factory, street, office bldg., et.) | 
zEe28? ¢ oth: 19 Jat work (] of work (J i 

TSS 

g se 3e 21. | certify that | attended the deceased fram February 28, 19.57., tod ULy:_2h,. ae. , 1957 _,that | last saw the deceased 
a si 2 ys 
Bere $5 alive on_ July 2hy yee, and that death occurred SMSO DE Wren line ccuresandion inbtdolsetetedibeave 
E =I 6 3o - 4 ( ADDRESS (Street, city or town, stote) DATE SIGNED 
Barse 
a205s smal lotettin Leh € no Springfield State Hospital 28/8 
O2e0a M = 
2 25 PHYSICIAN'S 
“ee: NAME (Type)_Apustin delCamno _Jevkebrl lie. Mg. 27 tie) ies 1 a oe 
aS¥oOo 720. BURIAL, CREMATION, | 22b, DATE THEREOF ‘Mic. NAME OF CEMETERY OR RY 72d. LOCATION (Ciy, down, ar St 
9358° REMOVAL Bogen |Z gS ZB YZ cor | EN eran. Sr ceenty) (Sigte) 
iS £6 g2 K PCC AKL ACI IO LE LALLA CAB 27%, 
a x “ie RAL DIRECTOR'S SIGNATURE __ ADDRESS 7 fog’ |Re- RECO BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE : y 
Yea yrss) 7 LEC, fetch) - ¥ALE He COt4 & Gs Lp: >| DATE ~2S5-SY t Keser Zee 


$A NY: 


Daw - 
; a 


mi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ()'7 9.9% 
C7348 CERTIFICATE OF DEATH Reg. Dist. No. 7 


8 H 1 PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If instuion: Residence before odmistion) 
& °. ° b. COUNTY 
5 j Carroll pranoeane Maryland Balto,Cit: 
a) b. CITY OR TOWN {If outside corporate limits, write cc. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) e 
3 RURAL and payee town) te 
s Sykesville 3 mos.6 days Baltimore Vv 
= d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d, STREET ADDRESS: e. 1S RESIDENCE 
= _ OR INSTITU: ION ON A FARM? 
q / Springfield State Hospital 3207 Ind ves D) No 
. 3. NAME OF First Middle lost DA Month Doy Yeor 
{Type oF print) Annie Corrilla Hinton TAYLOR: DEATH July 235 19 57 
5. SEX 6. COLOR OR RACE |7. MARRIED[] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS 


Female White wiooweo PR oivorceot] | Nove 5, 1870 yrs. 


100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. SIRTHPLACE {Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
- Maryland U,S.A 


"ee ae ee taal Howrs | Min. 


during mot gf working life, even if retired) 


Housewife 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
James Hinton Margaret Maddon 
1S. WAS DECEASEO EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 
(Yer. 10, oF unknown) {It yer, give wor or dates of service) 
° - - Springfield Hospital Records 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL SETWEEN 


ONSET ANO DEATH 


PART 1. DEATH WAS CAUSED BY: 


c IMMEDIATE CAUSE (o)__ Bronchepneumonia, right lung 
YAO KX 
Conditions, if any. which w__Old myocardial infaretion of left ventricle wall | Years 


gave rise to immediate 
cause (0), stoting the under- DUE TO 


lying couse lost. «Coronary arteriosclerosis _ | tua 


Then please remave carbon papers. Pages 1 and 2 shauld be filed with 


, ¢rematian, ar remava!, and in any event within 72 hours aftes 


1: The law requires that the death certificate be executed within 24 haurs after death; Page 4 


RECTOR: After this certificate has been signed by the attending physician and campletely fille 


may be| 


E 
& 
23 
386 Z Pome I ING 7 1 RMI fi tv PART I{o)|19. WAS AUTOPSY 
aug 4 [2] CaBUS SaVECSTHVSN WATEP ERE S a Si Py UPA Baa fy EPMINAL DISEASE CONDITION GIVEN IN PART Tle)/19. WAS AUTOR 
< 3 ANS DS} 5 rea on 306 X yes % nol] 
oo3 i= | 200. ACCIDENT WAS UNDERLYING (]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Lor Port Il of item 18.) 
2522 & | OR CONTRIBUTING LJ CAUSE OF DEATH 
<ese & | UF EITHER, NOTIFY MEDICAL EXAMINER) 
Votes & [0c TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (Cily or town) (County) (Stote) 
aie) ra Hour a. m. While. Not while foctory, street, office bldg., etc.) | 
a < = pm, v lot work at work [] 1 
= 3° = 
g Hi oe 21, 1 certify that | attended the deceased from. ADYAl 17, ee ee =, 19.2.1 ,that | last saw the deceased 
ra ao i 
os 3 5 alive on , and that death accurred at 7@2¥P@M, fram the causes and an the date stated abave. 
E £63 3 ADDRESS (Street, city or town, stote) DATE SIGNED. 
<5 CF 
egEse Soition wo. ....Springfield State Hospital ___7-23-57 | 
eaua / 
2 25 PHYSICIAN'S onn 
E: raistina_Welter H Somenfeldt, M.D. Sykesville, Maryland cece 
cReos 
ra o 
Re Ba 
° = 
h4 


‘2a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc, NAME OF CEMETERY QRCREMATORY Tad. LOCATIQN (City, town, of county) {Stgte) 
REMOVAL (Sp ) /) A) 9S ff 
AFuR 1a Cy, Ao g. ar 4fROFe Ad ke he 
23. FUNER Ce id SIGNATORE ADDRESS 2he. REC'D BY REGISPRAR | 24b. REGISTRAR'S SIGNATURE 
YS A15 (4) ? yy g () é : 
15M 9/55 X} ie Zé Kntems & VE | ont 2 


<A nvaund 


cot 6s TN 


Ars 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 073 37 


a 
ai CERTIFICATE OF DEATH Reg. Dist. No, 7 ¢ 


2, USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare odmission) 


° “Wkryla nd WoAZSmery County 


1. PLACE OF DEATH 
2 COME rol] County, Maryland MARYLAND 


: 
3 8 ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate timits, write RURAL ond give nearest town) 
$2 Fur Ny PkesVE TTS ery land 10 days Silver Spring 1S 
£ ced d. NAME OF HOSPITAL ia nat in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
=<  /S| springifeia state Hospital 70, Roeder Road ve NO} 

+ 3. NAME OF Ficst Middle Lost r pate Manth Day Yeor 

3 (Type or print) James Benson Taylor DEATH | 21 19 57 

> 5. SEX 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] |8. DATE OF BIRTH 9. AGE (tn yeors [IEUNDER 1 YEAR] IF UNDER 24 HRS, 
Male White wivowen] pvorceol] | 8=k~1870 8 re rae | a bea Bins 
Oa. USUAL OCCUPATION (Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


— most of working life, even if retired} 


Virginia 
13. FATHER’ 'S NAME 14. MOTHER'S MAIDEN NAME 
Alfred Taylor Virginia Boggs 
3S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes, no, oF unknown) Of yes, give war or dates of service) 


1B. CAUSE OF DEATH [Enter anly ane cause per line for (0), (b), and (¢).] 


PARTI. Mi? WAS CAUSED BY: 
IMMEDIATE CAUSE (a 


¥ DUE TO 


Condittonsshit any, SRE o Cormary arteriosclerosis 


gave rise to immediote 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove carban papers. 


the registrar prior ta burial, crematian, ar removal, and in any event within 72 haurs after death. 


cote (0), stoting the under- ( DUE TO 
lying cause last. e 
: BAY Part I I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. ee oe 


Chronic Brain Syndrome due to cerebral arteriosclerosis with psychosis Yes J NOT 
20a. ACCIDENT WAS UNDERLYING £] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il af item 1B.) 


OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Bay, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or tawn} (County) (State) 
Hour a.m. While Nat while. foctary, street, affice bldg... mel 
pm. 19 Jot work [] at work [J 


21. 1 certify that | ee the deceased from. 3 19. SZ.,that ( last saw the deceased 


CUI ie ce Sas ae 2._M, from the causes and on the date stated abave. 
ADDRESS (Sireet, city ar tawn, stote} DATE SIGNED 


___ Springfield State Hospital 7-21-1957 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


MEDICAL CERTIFICATION. 
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ed by the haspital ar attending physician. 


ACTUAL 
‘f SIGNATURI 


page 3 shauld be detached far use as the burial-transit permit. 


2 
re PHYSICIAN'S ¢ 
2% NAME (type) Gertrude M. Gross, M.D. _._ Sykesville, Maryland =. lg 
SSS 22a. BURIAL, CREMATION, | 226. a THEREOF Tc SHAME Q pe, CREMATORY 72d. LOCATION (City, towp, ar county) (State) 
2x5 CFEMOVAL Goecity ae OM Le 
ec b3¢2 ~ g 

a ‘ [3. FUNERAL DIRECTOR'S was ‘ADDRESS Codec rer al, Pratt hia on 

Vs AIS (4 , 

ave ON {2 u ky | 90104) Ciperuy Hierg, 


$A NvTInd 


st 66 Inf 


Daraoit eu " 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 07338 


oe a 2-2-2), L CERTIFICATE OF DEATH 
Ae Ww ) ‘ Reg. Dist. No. 
ae - ey 1. PLACE OF DEATH Pees 2 USUAL RESIDENCE (Where deceosed lived. IF institution: Residence before odmission| 
z : °. °. b. 
£8 Carroll MARYLAND Maryland coun’ Baltimore City 
3 3 b. CITY OR TOWN iif cubide corporcte limits, write |. LENGTH OF STAY IN Ib €. CITY OR TOWN (If outiide corporate limits, write RURAL ond give neares! fown) 
3 cond gize ngarett lown 
Ep Bykesvil te 32 yl m 28 a Baltimore , 
= ¢é. IN iota ae HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. ae 
Go se ngiield Sbate Hospital 309 S. Eden Street eon 
fe 
- oC 3. NAME OF First Middle Lost 4. DATE Month Yeor 
- DECEASED OF 
3 (Type or print) Dominie DELLA VIOLA /Vro}e/ DEATH 7 re 201957 
: 5. SEX 6 COLOR OR RACE | 7. MARRIED [ACNEVER MARRIED Ly [® ate oF siete 9. AGE (i years Cates TYEAR] IF UNDER 24 HRS 
Yi th ff 
M W wibowep [] —_—bIvorceo (] 1879 49" ny [Months | Bays | Hours | Min. 
2 100. USUAL OCCUPATION (Gi ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
£ ‘9 
= during most of working life, even if retired) va 
3 laborer Italy unknown 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


unknown Grace Divilmo 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? | 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


| (res, wee” {IF yas, give wor or dotes of rervice) sae S.S.Hospitel Records 


18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b). ond {c}.} 


CONSULS IE. aE Bronchopneumonia due to undetermined cause 


DUE TO 


ae | 


INTERVAL BETWEEN 


ONS days" 


Then pleose remove carbon papers. 


ay 


tT OK 
Conditions, if ony, which (b). 
gove rise to immediote 
couse (o}, stoting the under- DUE TO 


lying couse lo: a 


permit. 


ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o){19. Hea ecih 
iJ . 

$| Epileptic psychosis S / ves] No 
= 20a. ACCIDENT WAS UNDERLYING C) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 o¢ Port Il of item 1B.) 

= OR CONTRIBUTING [) CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

o 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 2e. PLACE OF INJURY iHome, form, T 208. {City or town) (County) {Stote) 
6 Neel oo: While No! while foctory, street, office bldg., etc.) ! 

= p.m. 19 lot work [[] ot work H 


A | certify that | attended the deceosed from.___le@w2Qea__.___ A 95h, fox a Tl Gue57-., 19... ithot | lost saw the deceosed 


DR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 haurs after death: Page 4 
ECTOR: After this certificote hos been signed by the attending physician and completely filled i 


d by the hospitoi ar attending physician. 


i LE ee. {__-._, and thot deoth occurred at. 10_AM, from the causes ond on the dote stoted obove. 
a 7h : ADDRESS (Street, city or town, stote) DATE SIGNED 
/ Sewaturi cz, wee “mo. Springfield State Hospital. 7=$20=57.. 


PHYSICIAN'S 
NAME (Type) 


Fe. BURIAL CREMATION, | 226. DATE THEREOF ; (Stote) 
REMOVAL eee F f 
if t) Li CSAS be a 
23. FUNERAL DIRECTOR 316 7 wy b aa GreTRAR | 246. REGISGR ans RIGNIATURE 
VS AIS (4) oy 44 
15M 9/55 LLL LLK l U) PEE. Ae 
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TO HOSPIT 
may be ri 
TO FUNER. 


3A Nyzung 


Dawa 


tem 2 FilmGel 


“i CERTIFICATE OF ‘DEATH Rep. Dist. No. 7 


\ 1, PLACE OF DEATH 2 be otis RESIDENCE (Where deceased lived. If institution: Residence before admission} 
- 


1 iecitiy 5° ols tik stat OF HEALTH—BALTIMORE, 18 0733 q 


ge 4 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


LROEK ATHERS FARM. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


LEQGN ALD Zee SBRCAR 7 STEVENSo 


1S, WAS DECEASED EVER IN U. S. ARMED FORCES? 17. INFORMANT ‘Address 
4} Ores, no, 0¢ unknown) {tt yer, give wor or dates — 2 pe pam 
is A/ oO GERTRUDE ABABERT NEMS WAND LL 


1B. CAUSE OF DEATH [Enter only one couse per ling for {0}, (b}, a wl INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: og ONS! 
IMMEDIATE CAUSE {o}__ Ah 


AND DEATH 
PLA 
uw2207 
aA, DUE 10 


11. BIRTHPLACE [Stote of foreign country) 12, CITIZEN OF WHAT COUNTRY? 


n_papers. 


eel 


oes j a. COUNTY OD p % b. COUNTY yy, 
~ oy CARROLL sear ce LUARY LILY CAE ROL b- 
= By . CITY OR TOWN (If outiide corporote limits, write | c. LENGTH OF STAY IN Ib ©. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} 
8 s 4 RURAL ond give nearest town) ‘Bs a 
% $x WE MUN SIER LARS WE S/AA Rural XB 
B 22 d. NAME OF HOSPITAL (If not in hospital. give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
3 = ? OR era i / \* Ona aR? 
A cs OUNTY AOE GUE VIVL LL, IPL ves [} No 
a eo 3. NAME First Middle Lost 4. DATE Month Day Yeor 
eens DECEASED off A rf mal OF 

AY Gf rs 
é z {Type or print CO PINE via ZLILE DEATH Fok yf 19.4 
= S S. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER TYEAR|iF UNDER 24 HRS. 
= a lost birthdoy) Min, 
2 Ups wioowen (3 pvorceo) [4/4 I 2/- /K yrs. 
3 
3 
Qo 
e 
3 
° 
ao 
es 
o 
4 


Then please remove c 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs/after death. 
CG 


Conditions, if ony, which 0 
gove rise to immediote 
cotse (0), stoting the ynder- 
tying couse lost. {e), 


requires that the death cer 


ECTOR: After this certificate has been signed by the attending physician and campletely filled i 


€ 
s 
a 
Sues 
235 ra Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19. WAS AUTOPSY 
Ros ow 
ase ANS ie ~ a not] 
Le = [ 200. ACCIDENT WAS UNDERLYING () | 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Hi of item 18.) 
carck: & 1 OR CONTRIBUTING C] CAUSE OF DEATH 
Bee G {(IF EITHER, NOTIFY MEDICAL EXAMINER) AE 
356 & |20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED —|20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
G 2 ra} Hour o. m. oO While Not while foctory, street, office bldg... etc.) | 23 
3 5 = mM, (ff 6 lot work [7] of work LI f i 
OS 21. | certi ae the deceased from,_.c¥-z22X_._., 19. ge --, 122 Z that | last saw the deceased 
£ eg 
’e 3 alive an_./-z. A = San, weZ.., aid that death accurred ats5.2 M, from the causes and an the date stated above. 
=O 
iw ~. 
3 e 
v0 a 


‘ADDRESS (Street, city pr town, stote) DATE SIGNED 
i ——_ 
/ sr 2 ln —_ee D. 2b arte Pe 4 Te’, OE 
PHYSICIAN'S yw €. é 
NAME (Type] Ste m4 /\ 
22o- BURIAL. CREMATION, | 2b. OAYE THEREOF me NAME OF CEMETERY ‘ CREMATORY 7d. 2a LOCATON City, town, or county) (Gtote) 
reo, a rt iA 
tf Ohba (62) 


a NGA oes jOR'S SIG! ‘2ha, REC'D BY REGISTRAR | 24b. PEGISTRAR’S SIGNATURE, 


18M 9755 mA VEZ tz} Lina LM Usigtdas Vite ms LYE, 


* 


TO FUNERA’ 


may be r 


TO HOSPITAL OR ATTENDING PHYSICIAN: The Ia: 


